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The year is waning but the activities of our Guilds and the National 
Federation take new impetus with the winter season. The representa- 
tives of our affiliated Guilds will be meeting in Washington, D.C. on 
December 3-4 to carry on projects we initiated at previous sessions and 
new proposals will be introduced to offer wider fields of endeavor for 
our groups. 

Among major topics of discussion will be the Health Care of Reli- 
gious Program which has been initiated and will be sponsored by The 
Catholic Hospital Association of the United States and Canada and the 
National Federation. The pilot study has been completed and report of 
progress will be made. 

The Study Committee for a Mission Doctors Association will also 
report at the Board meeting. As you will have noted in the AMA 
News, the American Medical Association is aware of the interest in 
medical aid to missions in foreign lands which gives impetus to any 
projects we could assist in this cause. This will occupy an important 
place on the agenda. 

Our Federation is now in its 28th year of existence. We have come 
a long way from our handful of groups in 1932 to the total today of 
ninety-three constituent Guilds. It is very important, too, that we have 
full representation at the Board meeting to consider the projects that 
are to be developed in the name of the National organization. These 
meetings are held semi-annually. All business is transacted at these 
sessions; the winter gathering is most vital as more time can be given 
to proposed projects. The summer sessions are held as part of the busy 
A.M.A. convention schedule. Each Guild should have a voice in activi- 
ties and policies; the Board sessions provide excellent opportunity to 


discuss problems and to enlighten other delegates with regard to local. 


projects. 

The Catholic Physician of the Year Award will be made during 
our sessions. It has become the custom to honor one of our colleagues 
in this way each year and our winter Board meeting has been selected 
as the most apropos time. 

In the pages of this issue you will read notes from sister-physicians 
who have received honorary membership in the National Federation. 
We are always glad to receive more names of priests and religious who 
practice medicine. If you have knowledge of any who have not been 
added to our roster, please advise our central office in St. Louis. If we 
can have the information for our December meeting, the names will be 
announced and membership duly accorded. 

The officers of the Federation are always glad to hear from our 


members. Feel free to call on any of us if problems arise and do not 


hesitate to make suggestions for projects that you may have tried 
yourselves and that would benefit other groups. 


We are looking forward to having our Guilds represented in Wash- 


ington, D.C., December 3-4. The Mayflower Hotel is the place, and 


we will begin the sessions at 9:30 a.m. 
Eusesius J. Murpny, M.D. 
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Healing the Whole Man 


Rr. Rev. Msecr. JoHN J. RoAcH 


O THE STUDENT of his- 

tory, Greece stands for the 
civilization of persons, for the ori- 
gin of the arts that shaped our 
western culture; but for doctors 
Greece means Hippocrates. It 
means the origin of a medical art 
in which ancient man understood, 
much better than the modern man, 
the nature of the human person. 
It signifies medicine as understood 
by Hippocrates, Galen, and the 
Greek philosophers, a medicine 
which considered man in his unity 
and his totality, related to the en- 
vironment in which he lived. Stu- 
dents of medicine were taught to 
know their patients as individuals 
— as persons. 


Hippocrates taught that the 
physician’s responsibility was to 
treat the whole man, not just the 
disease. One of Galen’s treatises 
entitled ‘““The Best Physician Is 
Also A Philosopher,” argued the 
same Hippocratic teaching — that 
man, not the disease, was to be 
treated. At this point may I re- 
mark parenthetically that I refer 
to the theological and philosophi- 
cal concept of man, not the medical 
one, thus avoiding the controver- 


Monsignor Roach, pastor of Sacred Heart 
Church in Houston, Texas, is Director of 
Catholic Charities and Director of Hos- 
pitals for the Diocese of Galveston. In 
1955 he was the recipient of an inter-faith 
award for outstanding service to the com- 
munity. The Address here reported was 
given to a group of physicians in the 
Galveston-Houston, Texas area. 
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sial question concerning the organ- 
ization of medicine into general 
practice or specialization. Wheth- 
er over-specialization tends to give 
priority to organs over the organ- 
ism is a medical question and not 
a theological one. But to continue, 
Socrates wrote, “The reason for 
the frequent failure of Greek doc- 
tors is their inadequate knowledge 
of the whole, the health of which 
is a necessary condition to that of 
the part.’’ Later Plato in his Sym- 
posium wrote as follows: “. .. So 
neither are you to attempt to cure 
the body without the soul, and this 
is the reason why the cure of many 
diseases is unknown to the physi- 
cians of Helles, because they are 
ignorant of the whole, which ought 
to be studied also. For this is the 
great error of our day in the treat- 
ment of the human body, that phy- 
sicians separate the soul from the 


body.” 


Europe of the Middle Ages was 
the heir, through Rome, of Greek 
thought and culture in this regard 
as in others. When the great me- 
dieval universities first took shape, 
the three divisions of learning 
were: Theology, Medicine and 
Law. The doctor of medicine was 
concerned with knowledge of the 
relation of man to nature — the 
doctor of law was concerned with 
the relationship of man to man — 
and the doctor of theology studied 
the relationship of man to God. 
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Here also we recognize the con- 
cept of man as a unity, considered 
in his total aspect, with all his 
essential relationships in focus. A 
student was not only apprenticed 
to the theory of his particular 
branch of knowledge, but was also 
trained in the specific application 
of this knowledge to practice. 


Medicine is an art as well as a 
science. It is based on attitudes, 
intuition and on wisdom. As an 
art, medicine may be divided con- 
veniently into two parts: one the 
mastery of the theory, the other 
the mastery of the practice. To 
achieve the fullness of the art of 
medicine, the doctor must make 
medicine his whole concern; he 
must utilize all of his energies, and 
in doing this he will become a true 
artist. The doctor must bring the 
whole of himself to the study and 
healing of the whole of his patient. 


To show the preservation till the 
thirteenth century of the Greek 
tradition viewing man as a whole, 
it would suffice to point out that 
according to the teaching of both 
Aristotle and Thomas Aquinas, 
the soul is the form of the body. 
The soul of man, as the form of 
the body, is related to the body as 
sight is related to the eye, and as 
the form gives the body power to 
act, so does sight give the eye 
power to see. Man is a vital unit 
of body and soul, separated even 
theoretically into component parts 
only at great risk to a true per- 
spective of the whole. 

Medical science is concerned 
with the body, the corporeal sub- 
stance of man; but this must not 
be to the exclusion of the body's 
relationship to the soul. Such ex- 


140 


clusion is one of the fallacies of 
our contemporary thinking. The 
science of anatomy, in physiology, 
studies the body of a man as a 
“thing,” a mechanism devoid of 
any spirituality. It is equally true 
that the economists study man as 
an instrument of production and 
consumption, while sociologists 
look upon him as an element in 
society. These concepts of man 
are a caricature. Man is some- 
thing more than a mere animal, he 
is also a spiritual substance. Du- 
bois, the great psychiatrist, point- 
ed out that the difference between 
the medical man and the veterin- 
ary is, after all, the clientele. 


The most practical and imme- 
diate concern confronting those 
engaged in the medical field, 
whether medical doctors, dentists, 
technicians or nurses, is to have 
a true concept of man. We have 
all been contaminated more or less 
by the concept of man solely as 
a group of reflexes, as a mind- 
machine, a bundle of instincts, a 


creature of drives and reactions, a ~ 


mere product of instinct, heredity 
and environment. It cannot be de- 
nied that man has instincts, inher- 
ited characteristics, and environ- 
mental coloration. The problem is 
not what these forces do to man, 
but rather what can man, with the 
grace of God, do with these forces. 


The catechetical definition of 
man is that he is composed of 
body and soul and made to the 
image and likeness of God. The 
doctor's primary concern is pre- 
venting disease or restoring health 
to the body. The functional rela- 
tionship between the body and 
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the psychic structure is the con- 
cern of psychosomatic medicine. 
But man also has a spiritual struc- 
ture. It is an indisputable fact that 
“man lives in three dimensions—the 
somatic, the mental and the spir- 
itual. It is quite obvious that there 
is an inter-relationship between 
these three phases of human life, 
for psychological agony certainly 
can precipitate a spiritual disor- 
der, which will ultimately affect 
the physical order. Our late Holy 
Father, Pius XII, in an address in 
Rome on April 10, 1958, distin- 
guished the somatic, the psycho- 
logical and the spiritual dimen- 
sions of man, and defined person- 
ality as, ‘the psychosomatic unity 
of man insofar as it is determined 
and governed by the soul.”’ 


No one science can embrace all 
reality. Each has its proper sphere. 
Yet it can be asked whether those 
engaged in the medical field are 
responsible only for the physical 
health of their patients. If not, 
then to what extent, and degree, 
have they an obligation to the psy- 
chological and spiritual wellbeing 
of their patients? Here I am not 
speaking of moral obligation in 
the strict sense of a debt in jus- 
tice, but rather of ideals in keeping 
with high medical standards — 
ideals that transcend what is of 
minimum obligation. It certainly 
appears by virtue of the interpre- 
tation of the law of charity made 
by Our Lord, reflected in the par- 
able of the Good Samaritan and 
in the other spiritual and corporal 
works of mercy illustrated in the 
Gospels, that all of you have an 
obligation in charity to assist your 
patients with their emotional and 
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spiritual problems to the degree 
that you are able. 


Here we might pause to examine 
this charity that we encourage you 
to practice in your profession. 
Charity is love. Our salvation de- 
pends on our love of God, and 
loving our neighbor as we love 
ourselves. This is a triple respon- 
sibility — love of God, neighbor 
and self. 


Love is an act of the will. Love 
is neither an emotion, a feeling, 
nor a sentiment. Love is rather a 
decision, a judgment, a promise. 
In the proportion that we know 
God, we will love Him, and in 
loving Him we will naturally serve 
Him, and serve Him in our neigh- 
bor who is “the image of God.” 
Unfortunately this image is at 
times hard to discern because we 
tend to be the judges. Christ on 
many occasions cautioned us, 
“judge ye not.” In other words, 
we are commanded by Our Lord 
never to sit in judgment on our 
neighbor. I mention this because 
in the medical field you often 
notice diseases that have moral 
implications. We must remember 
that we can know the morality of 
acts but not the culpability of per- 
sons — only God knows this. 


Finally, we must love ourselves 
as we love our neighbor. We 
must love ourselves created to the 
image and likeness of God. We 
must recognize our own unique- 
ness and individuality. This love 
of self is not to be confused with 
selfishness — a selfish person does 
not have the capacity or ability to 
love. Karl Stern, the psychiatrist, 
and a convert to Catholicism, indi- 
cates that the mystery of our per- 
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sonality is in some way related to 
the mystery of the Trinity. The 
analogy is not hard to see. Just as 
God, knowing Himself, generates 
the Son by an intellectual filiation, 
and these two Persons, loving each 
other, breathe forth the Holy 
Spirit in oneness of will and infi- 
nite beatitude, so in us there is 
knowing — which leads to loving. 
And as the endless goodness of 
the Trinity overflowed on us in the 
bounty of creation, so must our 
love go out to others in selfless giv- 
ing beyond the demands of mere 
obligation. 


The whole of oneself is at the 
service of the whole need of the 
patient. This is the ideal held up 
to the medical profession. This 
concept of personalized medicine, 


or humane medicine, does not de- 
stroy, duplicate or conflict with 
the role of religion. The goal of 
medicine is to heal the body, as 
the aim of psychiatry is to heal the 
psychic structure. The aim of re- 
ligion is something essentially dif- 
ferent — it is to save the soul. 
However, all of these disciplines 
have side effects that inter-relate 
them. Emotional disorders can, 
and do create pathological prob- 
lems in the physical structure, and 
spiritual disorders can affect both 
the psychic and physical nature of 
man. Medicine, psychiatry and 
religion are all adjuncts; they 
merely assist, on a physical, men- 
tal or spiritual level, in the work 
of God who is the ultimate source 
of all health. For “in Him we live 
and move and have our being.” 


FEDERATION EXECUTIVE BOARD 
MEETING SCHEDULED 


The Executive Board of the National Federation of 
Catholic Physicians’ Guilds will meet December 3-4, 1960. 
Time: 9:30 a.m. Place: Mayflower Hotel, Washington, 


D.C. The officers of the National Federation and one 


delegate from each active constituent Guild constituting 


the Board will conduct business. 
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THE DOCTOR 
and OVULATION DETERMINATION 


G. C. Nasors, M.D. 


HE CURRENT emphasis on 

“population explosion’’ has 
added new impetus to the willing- 
ness of Catholic couples to want 
to space their pregnancies. The 
modern urban housewife turns to 
her gynecologist, often without 
discussing the matter with her 
spiritual adviser. More often than 
not she is rebuffed by discourage- 
ment, laughter, and trite remarks. 
If her gynecologist happens to be 
non-Catholic, his attitude is likely 
to be one of impatience and un- 
willingness to instruct her in any 
method that does not involve con- 
traceptive greases and gadgets. 
Even the Catholic doctor may in- 
struct her with the impression that 
rhythm is not trustworthy. If she 
does not succumb to sin, she goes 
to the priest, who sends her back 
to the doctor. 


The obsolete “rhythm calen- 
dars’ were never truly reliable 
and for good reasons: first, they 
used a technique of guessing at a 
body function as opposed to meas- 
uring a body function. It can be 
compared to older methods of de- 
termining anemia. Doctors trained 
in former times were known to 
hold down the patient's lower eye- 
lid, peer into the mucous mem-~- 
brane and diagnose the presence 


ee — 


Dr. Nabors, of Dallas, Texas, is a Diplo- 
mate of the American Board of Obstetrics 
and Gynecology. 
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or absence of anemia. Fortunately, 
this method has been replaced by 
measuring the blood count. A 
second reason for the failure of 
rhythm calendars was the inability 
of a woman to collect a significant 
amount of data to average out her 
cycles. For most women, it did 
not seem important for them to 
know the length of their cycles 
until marriage approached. More 
often than not, pregnancy oc- 
curred soon after marriage and 
subsequent pregnancies came in 
such succession that they failed to 
have enough menses to find out 
what their ‘average’ was. As a 
result of this series of circum- 
stances, this group of women main- 
tain that rhythm does not work. 


There have been a number of 
methods devised to measure the 
body function of ovulation. These 
were recently reviewed by Speck!. 
Of the now known methods, there 
are two that are practicable and 
adaptable to home use. They are 
basal temperature determinations 
and detection of cervical glucose. 
The value of basal temperatures is 
well established. Its chief popu- 
larity with gynecologists is its val- 
uable use with the infertile couple. 
It has been used as an index of 
ovulation since Van de Velde? 


1Speck, George, Obst. G Gyn. Survey, 
14:798, 1959 
2Van de Velde, Monograph, 1904 
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first described it in 1904. Tech- 
niques of measuring and interpret- 
ing basal body temperatures have 
been published many times. This 
method is in disrepute with many 
people, but only because of a lack 
of understanding on the part of 
the patient and the doctor. The 
commonest errors lie in using an 
inaccurate thermometer and the 
recording of temperatures that are 
not truly basal. The most efficient 
thermometers are graduated only 
to 100 degrees. These allow a 
more accurate reading and can be 
used orally. More often than not, 
the fertile woman who is anxious 
not to be pregnant is up and down 
several times a night to attend 
waking children. If such a mother 
cannot prevail upon her husband 
to attend these occasions, she 
should practice taking her tem- 
perature upon the first waking. 
Under most circumstances, the 
child will not truly suffer for a 
drink of water for three minutes 
while she measures her tempera- 
ture. Body rest is more profound 
after the first few hours of sleep 
than it is at 6:00 a.m. after having 
been up several times since 2:00 
am. Temperature graphs large 
enough to clearly show the ther- 
mal shift are also important in 
interpreting the readings. 

The detection of glucose at the 
cervical os has been described by 
Birnberg et al.*®, modified by 
Doyle* and confirmed by Cohen®. 
Only one investigator, Siegler®, 


4Doyle, J. B., Ewers, F. J., & Sapit, D., 
J.A.M.A., 172:1744, 1960 

wean M., Fertility & Sterility, 10:340, 
8Siegler, A. M., Am. J. Obst. & Gynec., 
79:1169, 1960 
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has failed to confirm the findings 
of the others. There are two ex- 
planations for Siegler’s non-con- 
forming results. The most impor- 
tant reason for his failure was 
faulty use of the test material, 
Tes-Tape. He allowed the Tes- 
Tape to remain in the cervical 
canal for 5 minutes and then ob- 
served it an additional 5 minutes 
prior to recording the reading. 
The manufacturers of this material 
caution against inaccuracy under 
these circumstances. They recom- 
mend ‘‘dipping’ the tape long 
enough to become thoroughly wet 
and observation of no longer than 
one minute. The other reason for 
his failure to confirm is the fact 
that he was testing infertile women. 
We have been interested in still 
a different technique of eliciting 
the presence of cervical glucose. 
The techniques of other investiga- 
tors utilized the random testing at 
approximately 24 hour intervals. 
We have been collecting 24 hour 
samples of cervical secretions and 
testing the 24 hour aggregate. 
This is done by having the patient 
wear the Tassette or menstrual 
cup described by Liswood?. These 
patients have also kept basal tem- 
peratures and we have done en- 
dometrial biopsies on the first day 
of menstruation. These data are 
being collected for publication else- 
where. Whether or not this more 
troublesome technique will prove 
to be even more accurate must 
await the publication of our data. 
At any rate, it is certain that the 
appearance of cervical glucose is 
related to ovulation in an impor- 
tant way. 
7Liswood, R., Obst. & Gynec., 13:539, 
1959 } 
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When a woman turns to the 
gynecologist, it behooves him to 
instruct her carefully in the use of 
basal body temperatures and cervi- 
‘cal glucose determinations. She 
should also make notes of symp- 
toms such as abdominal pain, 
breast tenderness and mucorrhea. 
Each of these can serve as a re- 
check on the other. Again, we 
can use the analogy of anemia ~ 
most laboratories simultaneously 
perform red cell count, hemoglobin 
and hematocrit determinations, 
each as a check on the other. 


We agree that to ascertain and 
record the suggested data becomes 
a lot of trouble. However, the 
woman who is anxious not to fall 
pregnant is often willing to go to 
such trouble. If she has asked for 
help, this is the best help that the 
Catholic doctor can offer her. 


There is another important facet 
to this problem and it is more mys- 
terious than the rest. We refer 
te the psychological aspects. The 
entire idea of techniques of deter- 
mining the body function of ovula- 
tion is repulsive to some women. 
Intelligent women may have a 
mental block on recording and in- 
terpreting the data. Others find 
that their emotional strength in the 
middle of the night overpowers the 
intellect which is reminding them 
that this is their fertile time. It is 
a natural feminine phenomenon to 
be more interested in sexual activ- 
ity at the time of ovulation. How 
else would God have arranged 
this! Surely, such women who 
subconsciously ignore or knowing- 
ly do not care, have a very strong 
maternal instinct and reproductive 
urge. Such an urge would most 
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likely be subconscious. It has long 
been recognized that woman has 
a basic conflict between the urge 
to reproduce and pregnophobia. 
All females require courting; the 
hen runs from the rooster. It is 
only logical then, that some women 
who come for advice are intellec- 
tually capable of performing the 
necessary tests, but are overcome 
by their basic urges. On the other 
hand there are women who can 
determine their fertile period and 
are prepared and willing to abide 
by proper abstinence. In either 
case, the doctor has the obligation, 
when asked, to instruct properly. 


There are other pitfalls. It has 
been estimated that only 60% of 
women who menstruate 12 times a 
year will have 12 ovulations. In 
other words, 40% of fertile women 
have varying numbers of anovula- 
tory cycles. Since the temperature 
and glucose methods only measure 
ovulation, one readily sees that 
during anovulatory months, there 
will be no sign and no security. 
Many women have become dis- 
couraged and given up these meth- 
ods because they failed to show 
ovulation the first month. They 
should be encouraged by the doc- 
tor to continue, and he should 
carefully explain anovulatory cy- 
cles to her. If a girl is anxious to 
remain unpregnant, she is better 
off to have 6 months of security 
by knowing her time of ovulation 
than she is to have no security 
at all. 


The woman who is particularly 
prone to have trouble in interpre- 
tation is the very irregular men- 
struator. She is an irregular men- 
struator because she is an irregular 
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ovulator. The relationship be- 
tween ovulation and the following 
menstrual period is consistent. The 
relationship between the ovulation 
and the previous menstrual period 
is consistent only when the cycles 
occur at regular intervals. 

Nearly everyone believes that 
the stimulus of sexual activity may 
precipitate ovulation, particularly 
in the irregular menstruator. On 
the other hand, these girls will 
eventually ovulate spontaneously. 
One of our records to be published, 
is that of a para VI who feels 
desperate about another preg- 
nancy. Her menses are irregular, 
often as far apart as 50 and 60 
days. Recently she brought in her 
record that showed a flat temper- 
ature curve the first 50 days. On 
day 49 she showed the first posi- 
tive glucose reaction, had abdom- 
inal pain, and on day 50 had a 
thermal shift in the temperature 
curve. Only until day 53 did she 
consider herself safe and her re- 
straint was rewarded by menstru- 
ation on day 63. Such prolonged 
absence of sexual functions has its 
disadvantages, but so does an un- 
wanted pregnancy. These couples 
must decide which price they are 
willing to pay. The amount of 
security a woman receives from 
measuring and knowing when she 
ovulates is very valuable to her. 
Nobody has ever been able to 
demonstrate that lack of sexual 
activity is harmful to physical or 
emotional health. 

In summary, it is reasonable 
that women can measure the time 
of their ovulation and thereby 
space their pregnancies at a de- 
sired interval. It requires help 
from the physician and motivation 
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from the patient. No one claims 
that these methods are completely 
accurate. No ‘‘method” is. Doc- 
tors are often not well enough 
informed to realize that it is a rea- 
sonable practice and consequently 
find it difficult to “sell” to the 
patient. The patient is often dis- 
couraged to begin with and needs 
all the help and encouragement the 
doctor can muster. 


It is interesting that many other- 
wise well-informed Catholics have 
said that the Church will yield to 
the pressures and sanction artificial 
contraceptives. Theologians have 
repeatedly stressed that the rules 
governing procreation are those of 
the natural law. Since this is true 
the Church does not have the 
authority to change them, regard- 
less of pressure. The Church has 
been known to lose the British 
Empire in one fell swoop because 
She refused to sanction divorce. 
Neither will She change the stand 
on contraception. 


Furthermore, everyone knows 
that contraceptive gadgets are not 
nearly 100% effective. Neither do 
we claim that temperature and glu- 
cose methods are 100% effective. 
It would seem clear that gadgets 
are more convenient. Likewise, 
there are many times in every per- 
son’s schedule when it is incon- 
venient to hear Mass. Because of 
the convenience factor, no one can 
accurately compare the different 
methods. If the temperature and | 
glucose methods are used properly, — 
it is reasonable to believe that their — 
accuracy would equal that of arti- 
ficial contraceptives. It behooves 
the doctor to be professionally 
equipped to instruct in this matter. 
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The National Federation of Catholic Physicians’ Guilds bestows 
honorary membership on priests and religious who are physicians. For 
the most part, those religious who are practicing medicine are in the 
missions. Along with acknowledgment of this gesture, interesting ac- 
counts of their work accompany many of the “thank you” notes. We 
publish a few to inspire and inform. The Maryknoll Sister-physicians 
greet us with “Behold the Handmaid of the Lord” truly expressing the 
thoughts they send us and which we pass along to our readers. 


Sister M. Augustus Doyle, MMM., M.D. writes from St. Joseph’s 
Hospital in Uganda — 

I write to thank you for the great honour you have conferred on me 
in making me an honorary life member of the National Federation of 
Catholic Physicians’ Guilds. Your certificate has taken a long time to 
reach me, having gone round the world a bit first, but I hasten to thank 
you for it now. 

When one is “buried” in Africa and supposes oneself to be for- 
gotten by all except one’s own congregation, family and a few friends, 
it is suddenly comforting to find that a group of men and women who 
are completely unknown to one in a country one has never, alas, visited, 
appreciate what one is doing or, at all events, trying to do. Mission- 
aries can do with a little comforting at times. I feel quite unworthy of 
the fine words in the certificate. However, I will do my best to live up 
to them. I will remember the members of the Catholic Physicians’ 
Guilds in my daily prayers. Many thanks for your great kindness. 


Sister Louise Marie with the Maryknoll Sisters in Wu She, Taiwan 
tells us — 

Our mission station is located in one of the mountain areas in Tai- 
wan. We have a very small dispensary set-up; another sister and I 
service same, Our patients are mostly aboriginies — simple hard-work- 
ing mountain people. We have about 50 patients every morning, some 
of them come from a great distance, walking for 6 to 8 hours. I will 
appreciate your prayers so that through our humble efforts, God will 
come to their hearts and His Kingdom may increase among the abori- 
ginies in Taiwan. Thank you very much for bestowing honorary mem- 
bership upon me. You are remembered in my prayers. 
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Sister Maria Fidelis, M.D. addresses us from the Maryknoll Convent 
in Kowloontong, Hong Kong — 


To me, the honor of membership in the National Federation of 
Catholic Physicians’ Guilds seems another of those beautiful manifes- 
tations of the great generosity — the boundless generosity — of our 
friends and families ‘“‘back home” in the States. Certainly this honor, 
in my case at least, is undeserved. Still, it is strong moral support and 
encouragement to me in the medical work that is still in its incipient 
stages with Maryknoll in Hong Kong. 

At present we are preparing for the laying of a cornerstone for our 
new hospital and out-patient clinic for the refugee poor of Wong Tai 
Sin, one of the largest resettlement areas on the Kowloon side of Hong 
Kong. Our patients will come largely from the 100,000 people housed 
in forty seven-story tenements right ‘down the block” from us! This 
is literally true. If you like people, Honk Kong is the place to come! 
After stating the neighborhood population, I am a bit embarrassed to 
add that our hospital will have an in-patient capacity of 50 beds. No 
doubt, one of our biggest headaches will be that of deciding just which 
of the sickest patients shall have priority on those beds. However, this 
small start is so much better than none, and we do look forward to a 
gradual expansion of facilities as funds and personnel permit. If any of 
the Guild members are traveling to Hong Kong, please invite them for 
me to stop for a visit at Our Lady of Maryknoll Hospital in Wong 
Tai Sin. 

May I beg your prayers and those of all the other fine Catholic 
doctors in the States with whom I am privileged to share both the medi- 
cal profession and the even greater missionary work of the Church. 
Without your prayers and your strong moral support our efforts would 
be largely impotent. Once again may I assure you of my deep grati- 
tude, my esteem for all of you, and my frequent prayers for you, your 
families, your needs. 


Mother M. Candida, Provincial, of the Missionary Sisters of the Im- 


maculate Conception of the Mother of God, writes us from Paterson, 
New Jersey. 


We all rejoice in the honor bestowed upon our three sister-physi- 
cians by the National Federation by awarding them honorary member- 
ship. We are proud of these sisters because they do so much for the 
poor and suffering mankind. We have forwarded Sister Augustina’s 
certificate to her at St. Elizabeth’s Hospital, Boston, Mass. where at 
present she is serving her internship and where she will start her resi- 
dency in surgery soon. Mother Veneranda, our Mother General, will 
take Sister Hilda’s along with her to Formosa, where sister is stationed 
es aH Joseph's Hospital, Kaohsiung, the only Catholic hospital on the 
island. 
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A letter from Sister Maria Corazon, with the post-mark Chung Chung 
Puk To, Republic of Korea reads: 


Mother Mary Colman has advised me of your thoughtful kindness 
in making me a member of the National Federation of Catholic Physi- 
cians’ Guilds. Thank you very much. 

I am one of the sister-doctors of the Maryknoll congregation. I am 
a Filipino and took my M.D. at the college of medicine of the Univer- 
sity of the Philippines. I have never practiced in the Philippines but 
“have done some work in China, before the Communists took over our 
small hospital. Then, I was escorted to the border of the Bamboo Cur- 
tain, and when I revisited our Motherhouse in 1953, I was reassigned 
to the Missions, this time to Korea. Right now our work consists of an 
out-patient clinic in one of the missions located about the 37th Parallel. 
There is much that could be done as to health education ~ and for that 
matter, education in general. 


Again, thank you very much and may God bless you! 


From Changhua in Taiwan, Free China, Sister Antonia Maria writes: 


I have been notified of the honor you have given me in making me 
an honorary member of the National Federation of Catholic Physicians’ 
Guilds. I want you to know I am very happy and grateful to be in- 
cluded in such an outstanding group. It will be good to receive THE 
LINACRE QUARTERLY regularly — the copies that have come to me from 
time to time were thoroughly enjoyed. 

Clinic work here is very heavy. Just at present we are trying to 
make plans for a new building to replace the old one that became even 
more dilapidated after last summer's disastrous flood. I think those who 
come to us in illness have been very patient and long-suffering with the 
present accommodations. Now we hope to have something that will 
give them more comfortable waiting space as well as better and more 
efficient service. 

May our Lady bless you abundantly! 


Sister Mary Liguori, C.R.S.M., M.D. recently returned to Bihar, India 
sends this message: 

Mother General has sent to me the much prized certificate of hon- 
orary life membership in the National Federation of Catholic Physi- 
cians’ Guilds. I am deeply grateful. I am particularly glad to send my 
new address because I have long been a reader of THE LINACRE QuaR- 
TERLY and am pleased to be assured of continuing to have it available 
for the future. After July 1, my address will be: 

Dalal Memorial Hospital, Golmuri Postoffice, Jamshedpur, 
Bihar, India 
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Sister M. Paula Therese at Queen of the World Hospital in Kansas 
City, Missouri writes from the “home front.” 

Mother Mary Colman has just written me that the Maryknoll Sister 
M.D.s have been given honorary membership in the National Federa- 
tion of Catholic Physicians’ Guilds and that we shall receive a sub- 
scription to THE LINACRE QuaRTERLY. I am very grateful and wish to 
thank you for this great kindness. 

Our hospital here is a project of the late Archbishop O'Hara to 
bring about integration between negro and white races. We are con- 
fronted with moral questions but we are blessed with much good help 
and people of good will. God bless you. Thank you very much. 


From Korea Sister Agnes Therese of the Maryknoll Sisters sent the 
following: 

Word has just reached me here in Korea that you have enrolled me 
as an honorary member of the National Federation of Catholic Physi- 
cians’ Guilds. This brings me great joy and be assured that my poor 
prayers will daily be with the other members of the federation and their 
president. 

Mother Colman also mentioned that we would receive a subscription 
to THE LINACRE QUARTERLY and this seems almost an answer to prayer. 
Several years ago some copies of this came in one of the mission ship- 
ments and I enjoyed them so much and found them most helpful. Since 
that time, I have always wanted to do something about getting a sub- 
scription and yet there always seemed to be something that we needed 
to save our poor Korean patients’ lives and for these things it was im- 
perative to beg first. Now we will have the magazine and not have to 
sacrifice any medicine or other need to receive it. God bless you all! 

Clinic here in Pusan is far beyond what we can handle, so if you 
know anyone interested in getting vast experience in a short time, let us 
know. Last month we had 1,404 patients who made 5,917 visits to 
clinic. At present under treatment among these there are, for instance, 
102 cases of TB meningitis and more than 100 of bone TB, also. You 
can name most every disease and we have it — if we have made the 
diagnosis, that is!) We have a 160-bed general hospital nearing com- 
pletion and beg your prayers for its speedy opening. 

Thanks again and God bless you and all our fellow doctors! 


Sister M. Mercy, writing from the Maryknoll Sisters’ Motherhouse 
in New York tells us — 


It is a great honor to have been admitted to The National Federa- - 


tion of Catholic Physicians’ Guilds. Throughout the years on the mis- 
sions, I thought often of the Catholic physicians in the United States 
who had taught, encouraged, inspired and supported me not only in my 
years of training but in my missionary work. I am sure that you will 
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hear from our Sisters in our far-flung missions, but there will be a delay 
— so I thank you for them. Their certificates are being sent to them. 
Be assured of my grateful prayers. 


‘Sister Mary Thomas More of the Missionary Sisters of the Society 
of Mary writes from the Motherhouse in Framingham Centre, Mass. 

I have recently received the certificate of honorary life membership 
-in the National Federation of Catholic Physicians’ Guilds. Thank you 
very much for the wonderful honor it is and also for your consideration 
of me for it. I am sure my other sister-doctor colleagues were equally 
well pleased at your thoughtfulness in favor of us. 

I was associated with the St. Luke’s Guild at the Marquette Medical 
School while I was there — one of the few medical school Guilds, | 
believe, and also was given an honorary membership in the Brooklyn 
Guild through the interest of Dr. George F. Price. So you see I have 
long been in spirit with you! 

Thanks again for your kindness. You can be sure that as all my 
Marist sisters share in your award to me, the Federation will share in 
all our prayers and works too. 


Mother Mary Coleman, Mother General of the Maryknoll Sisters, 
wrote this to our president, Dr. Eusebius J. Murphy — 

May I express to you my sincere gratitude and to the National 
Federation of Catholic Physicians’ Guilds, for the honor so graciously 
bestowed upon our Sister Doctors. Their affiliation through honorary 
membership with this exemplary group of Catholic physicians, many of 
whom have been an inspiration to the Sisters during their years of 
training, will be a source of encouragement to them in their missionary 
labors. You and the members of the Federation will have a special 
place in our Sisters’ prayers. 


* * KK * 


Remember someone with a subscription 
to THE LINACRE QUARTERLY as a Christ- 
mas gift. A remembrance of lasting 
value. A gift note will be sent in your 


name. 
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Report 


THE IX INTERNATIONAL CONGRESS OF 
CATHOLIC PHYSICIANS 


MUNICH, GERMANY 
JULY 25-30, 1960 


HE FOLLOWING is a brief 

resumé of some of the many 
papers presented at this Congress 
which we had the privilege of 
attending as delegates of the Na- 
tional Federation of Catholic Phy- 
sicians’ Guilds. Drs. John Mucci- 
grosso, Arthur Buscenni, and J. 
Schreiner also attended as dele- 
gates. There were some twelve 
physicians registered from the 
United States. Professor Dr. Leo 
Norpoth of Essen is president of 
the Catholic Medical Association 
of Germany, the host group. Pro- 
fessor Dr. Luigi Gedda of Rome 
is president of the International 
Federation of Catholic Physicians. 


It was voted to hold the X In- 
ternational Congress of Catholic 
Physicians in London during Au- 
gust, 1962. Professor Dr. O'Sul- 
livan has promised an excellent 
program and social events in true 
British tradition. 


Make your plans now to attend 
this meeting. 
*Dr. Joe E. Holoubek is first vice-presi- 
dent of the National Federation of Cath- 
olic Physicians’ Guilds; both physicians 
are members of the Shreveport, Louisiana 


Guild. 
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*Joe E. Holoubek, M.D. 
Alice Baker Holoubek, M.D. 


There were many papers, all 
read in the language of the speaker 
and simultaneously translated into 
English, German, French, Italian, 
and Spanish. The theme of the 
meeting was ‘Physicians and the 
Age of Technology.” Here follow 
brief statements. 


PROFESSOR NEUNDORFER OF FRANKFURT 


THE PHYSICIAN AND MODERN 
SOCIETY 


Professor Neundorfer discussed 
the changing position of the phy- 
sician in the modern society of 
Germany. Even though there are 
more doctors, the demand for 
health care under the Social Se- 
curity system is much greater and 
the doctors are extremely over- 
worked. The physician works for 
the public service system and there 
is no traditional doctor-patient re- 


lationship. The German practi- — 


tioner is not only a physician who 
has to treat his patients, but he is 
burdened with many administra- 
tive duties; he must decide whether 
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or not a patient can be employed, 
how much disability he has, and 
how much compensation he will 
receive. He is bound by many 
‘regulations which limit his field of 
action. He must see many patients 
in one day. 


Professor Neundorfer intention- 
ally left most of the questions 
unanswered. He stated that Cath- 
olic physicians must work out these 
problems for themselves, applying 
the principles of Christ. 


Dr. Mariano Alimurung of Ma- 
nila, in discussing the above paper, 
stated that physicians must extend 
their activity into the political field 
in order to safeguard the profes- 
sional practice of medicine. It was 
suggested that physicians take an 
active part in politics and serve as 
representatives in the National As- 
semblies in order to prevent legis- 
lation for immoral practices in 
medicine. 

He further stated that there is 
no problem of over-population, but 
rather one of over-concentration. 
A logical and practical solution to 
the so-called over-population prob- 
lem would be better population 
distribution. 


ProFessor MAINXx OF VIENNA 


QUESTIONS OF HEREDITY IN THE 
TECHNICAL AGE 

Professor Mainx discussed the 
effects of radiation in the develop- 
ment of embryo and mentioned 
that mutations can be produced by 
small doses. He stated that a phy- 
sician is obliged to decide what 
X-ray examinations are necessary 
during the reproductive age. He 
also recommended protecting the 
gonads when large doses are used. 
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Dr. JOHN CAVANAGH OF 
WASHINGTON, D. C. 


HYPNOSIS 


Dr. Cavanagh discussed the 
widespread use of hypnosis in the 
United States at this time and 
cautioned against the indiscrim- 
inate use of it by the untrained 
physician. Dr. Cavanagh described 
the various technics. He cautioned 
that full explanation be given to 
the subject. The results depend 
upon: 1. the willingness of the 
subject; 2. the skill of the operator; 
3. the method of induction; 4. the 
previous experience of the subject. 

He feels that it is a therapeutic 
instrument, but if not used cor- 
rectly, there are physiological, psy- 
chological, psychiatric and moral 
dangers. Hypnosis should be em- 
ployed by a stable, skilled individ- 
ual who is competent to determine 
whether borderline mental illness 
exists in his patient. Since the 
removal of certain symptoms may 
precipitate severe psychiatric ill- 
ness, it should be used in these 
cases only after a careful study of 
the personality structure. The lim- 
ited use of hypnosis for dental an- 
esthesia is usually without danger. 

Dr. Cavanagh concluded with a 
quotation from the Holy Office, 
stating that “the use of hypnosis 
in medicine is not morally forbid- 
den if it does not tend to an illicit 
or evil end.” 


Dr. Puitie C. Ronn, CoLtumBus, Oxn10 


ETHICAL ASPECTS OF INTENSIVE 
PSYCHOTHERAPY 


Dr. Rond stated that intensive 
psychotherapy has been considered 
a morally reprehensible procedure 
in the past by those who were un- 
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familiar with its true value. He 
stated that it is as important a tool 
to the trained psychiatrist as a 
scalpel is to the surgeon and that 
the results are comparable. The 
personal psychology of the psy- 
chotherapist can color his treat- 
ment and must be considered. 


The practicing physician, the 
priest and others owe it to those 
in their care to determine the ethi- 
cal fitness of the psychotherapist 
in the community and use his serv- 
ices for their benefit, spiritually 
and physically. 


Dr. C. J. KurtH oF Wicuita, KANSAS 


PSYCHIATRIC AND PSYCHOLOGICAL 
SELECTION OF CANDIDATES FOR THE 
FEMALE RELIGIOUS ORDER 

Dr. Kurth discussed the fact 
that it takes a stable character and 
personality to become a priest or 
religious. He said that rejection 
of a potential vocation is a serious 
decision, but on the other hand, to 
permit students to enter a convent 
or seminary who are mentally unfit 
is tragic. A careful selection of 
candidates for such a life would 
result in a marked decrease in 
mental illness in religious voca- 
tions. He believes that with suit- 
able screening and testing, the 
pre-psychotic and psychotic could 
be eliminated. 


Dr. Kurth is of the belief that 
the childhood environment is more 
important than the family tree. 


He listed ten points that should 
be considered in selecting or re- 
jecting a candidate for psychiatric 
reasons. He stated that Catholic 
physicians and psychiatrists should 
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create a positive program that 


could be used by religious supe- 
riors as a guide for the selection of 
candidates. Ten years ago at the 
St. Joseph Convent in Wichita 
such a program was inaugurated 
with the collaboration of the family 
physician, a psychologist, a psy- 
chiatrist and the superior of the 
community. The results have been 
very satisfactory and were de- 
scribed. Dr. Kurth advocates such 
programs elsewhere. 


These last three papers will be 
published in detail in the Bulletin 
of the Guild of Catholic Psychia- 
trists, 1703 Rhode Island Ave., 
Washington 6, D. C. Every Cath- 
olic physician should receive this 
publication. Subscription price is 
$5.00 per year; send to the above 
address. 


His Excetitency, F. ANGELINI, TITULAR 
BisHop oF MESSENE 


POPE PIUS XII AND MEDICINE 


Bishop Angelini reviewed the 


life and works of Pope Pius XII 
related to medical care and physi- 
cians. He discussed the Holy 
Father's deep interest in the most 
complex matters of genetics, mor- 


als, psychology, reanimation and ‘ 


related all of those to the doctrine 
of Christ. The physician must be 
able to master the new world of 
technical progress. Since every 
new technical advance comes from 
God, it must lead him back to 
God. Man must master technical 
progress and not let it master him. 
Pope Pius XII wrote that physi- 


: 


cians have a privileged position 


because of their close contact with 
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‘humanity and so must treat the 
whole man, body, and soul. The 
Catholic physician who has the 
true spirit of humility will always 
‘be a solace to human misery and 
will always ask for God's Grace 
to help him do His work. 


PRroFEssOR PouMAILLOUX OF Paris 
THE LIMITS TO HEART THERAPY 


Professor Poumailloux reviewed 
the tremendous advances of diag- 
nosis and surgical correction of 
cardiac defects. He stated that the 
pre-operative examination must be 
extremely thorough and performed 
by a skilled team. The anesthesi- 
ologist must be specially trained in 
pre-operative and _ post-operative 
care. The surgeon must be a com- 
plete master of the entire proce- 
dure. The diagnostic team is mor- 
ally obliged not to put a patient 
through any unnecessary examina- 
tion. He quoted the statements of 
Pope Pius XII on human experi- 
mentation. 


The professor stated that the 
public demands a “glamorous’’ 
operation and that it is the duty of 
the physician to decide whether 
the patient’s cardiac condition jus- 
tifies extensive examination, treat- 
ment, or the risks of surgery. 

However, physicians and sur- 
geons should continue experiments 
on animals and when perfected to 
use these procedures on human 


beings in order to develop safer 


techniques, providing the rules of 
experimentation are justified. 


Dr. J. V. O’Sutiivan oF LONDON 
PROBLEMS OF PREGNANCY 
Dr. O'Sullivan is one of the few 
Catholic obstetricians in London. 
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He discussed the results of ob- 
stetrics practiced in two Catholic 
hospitals there. These are state- 
aided but not state-controlled. 
From 1948 to 1960 they had ap- 
proximately 12,950 unselected de- 
liveries in these hospitals. Many 
of these were referred by the cler- 
gy because an abortion, or a fourth 
section with sterilization, had been 
recommended at_ state-controlled 
hospitals. There was no maternal 
mortality. He stated that thera- 
peutic abortion is never medically 
justified. Obviously there were 
no therapeutic abortions or ster- 
ilizations performed. 


Dr. Mariano ALIMURUNG OF MANILA 


PROBLEMS OF CATHOLIC MEDICINE 
IN ASIA 
Dr. Alimurung gave an out- 
standing review of the position of 
the Catholic physician in Asia. 


Frau ProFressor DoreR 
INDIVIDUALITY OF MAN 


Professor Dorer discussed the 
individuality of man and his iden- 
tity as a person from the moment 
of conception. Man is a person at 
that moment and has a right to live 
whether one minute old or fifty- 
years old. Therefore, the fetus and 
embryo should be referred to as 
“he” and not “‘it.’” This distinction 
in terminology in the English lan- 
guage would do much to make 
everyone understand that the fer- 
tilized egg is a distinct person, a 
unit of body and soul. 


Dr. Ly Tranc DuNG OF SAIGON 
MEDICAL ACTIVITY IN SOUTHEAST 
ASIA 


Dr. Dung described the lack of 


medical facilities and of physicians 
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in Asia. There is a particular lack 
of Catholic physicians, medical 
books, and other literature. He 
stressed the need of help from 
Catholic physicians who live in 
more fortunate areas. 


Dr. DECKER OF SOUTHERN RHODESIA 


THE WORK OF MISSIONARY DOCTORS 
IN SOUTHERN RHODESIA 

Dr. Decker discussed the work 
that she and several missionary 
doctors from Germany are doing. 
It was interesting to note that al- 
though there are several American 
non-Catholic medical missions in 
the area, there are no American 
Catholic medical men or women 
there. 


Dr. AticE BAKER HoLousBek, 
SHREVEPORT, LA. 


HEALTH CARE OF THE CLERGY AND 
RELIGIOUS 


Dr. Alice described the health 


care program being sponsored by 
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The Catholic Hospital Association 
of the United States and Canada 
and the National Federation of 
Catholic Physicians’ Guilds. The 
Health Record form was distrib- 
uted. The paper was well received 
by the audience. 


Dr. JozE HoLtouBek, SHREVEPORT, La. 


ACTIVITIES OF THE NATIONAL 
FEDERATION OF CATHOLIC 
PHYSICIANS' GUILDS 

This report was published in 
THE LINACRE QUARTERLY, Au- 
gust, 1960. The activities of our 
Guilds will be a stimulus to those 
in other countries. Dr. Alimurung 
discussed this paper and stated 
that he was first introduced to the 
work of the National Federation 
during his three years in Boston 
where he was inspired by the re- 
treats of that Guild. He has since 
formed a Guild in the Philippines 
and was chairman of the First 
Asian Congress of Catholic Phy- 


sicians. 
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Mortality and Morbidity Studies of Religious 


(A Contribution to National Public Health) 


By 


Con J. FEcHER, PH.D. 


Associate Professor of Economics 


University of Dayton 


THE RESULTS of the recent 

study covering a half-century 
of the health and longevity of nuns 
should have valuable implications 
in a nationwide effort to formulate 
a future health program for reli- 
gious, men and women, in the 
United States. This study supple- 
mented with further research in 
the field of morbidity (disability ) 
of both groups will produce statis- 
tics on disease, injury and impair- 
ment which now have a direct 
bearing on the well-being of every 
community measuring its useful- 
ness to God and Country. Studies 
of this kind can contribute a wealth 
of knowledge to public health ad- 
ministrators, giving them an accu- 
rate appraisal of the extent and 
character of certain diseases, their 
distribution, severity trends and 
influence on eventual death. The 
value of this information to be 
gained for the nation as a whole 
is difficult to estimate. The poten- 
tialities will be in direct proportion 
to what can be accomplished in 
future studies of mortality and 
morbidity of religious. The ad- 
ministration of any extensive pub- 
lic health service maintained by 
small or large communities to pre- 
vent the spread of disease and to 
raise the general health level is 
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based upon a detailed body of 
mortality and morbidity data. 
With information of this kind on 
hand a community is in position 
to evaluate its health needs and to 
plan specific future health pro- 
grams accordingly. 


MORTALITY 


The basic data from which much 
of our knowledge coneerning the 
health of the population in the 
past arose from the entries of 
causes of death or mortality sta- 
tistics. But mortality data alone 
fails to provide a complete health 
picture of a community or of the 
nation since there are many dis- 
abilities that do not terminate in 
death but do present important 
health problems. A comprehen- 
sive system of morbidity reporting 
comparable to that of mortality 
will answer many questions that 
are now unanswered with respect 
to certain causes of death. 


Little or no definite information 
in respect to death rates of reli- 
gious had been available before 
1900. Vital statistical studies re- 
flecting mortality of religious or- 
ders, nuns and monks, had been 
made in Europe in the 18th and 
19th centuries, by the Frenchman, 
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Deparcieux in 1746 and George 
Cornet in Germany in 1883. De- 
parcieux made a study of the death 
rate of monks and nuns in 1746 in 
and about Paris while Cornet lim- 
ited his group to the Catholic nuns 
serving hospitals in Germany in 
the late 19th century. Deparcieux 
found that the average length of 
life of nuns was longer than those 
of the general population when 
based on the mortality records of 
London, Breslau and certain towns 
in Holland, while that of the 
monks was similar to the general 
population. Dr. George Cornet of 
Berlin about 1883 made an inves- 
tigation of mortality of members 
of Catholic religious houses in 
Prussia who cared for the sick 
(Krankenpflegeorden). According 
to his study entitled, “Ueber Tu- 
berculosis,’ the major group under 
investigation were members of 
Catholic religious nursing orders 
who ministered to hospitals, the 
patients of which were mainly 
sick with tuberculosis. Due to the 
fact that little was known con- 
cerning the bacillus of the disease 
and much less known of its pos- 
sible contagious characteristics, 
these nuns became ready victims 
of this dread disease. The study 
showed that the tuberculosis death 
rate of these nursing sisters was 
exceptionally high as compared to 
the general population of Ger- 
many. He came to the conclusion 
that, ‘‘a healthy girl entering a 
sisterhood at seventeen died 21.5 
years earlier than her sister be- 
longing to the general population; 
and that such an inmate in her 
twenty-fifth year stands in regard 
to expectation of life in the same 
class as a female in the outer 
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world at the age of fifty-five and 
a sister of thirty-three in the same 
class as a female outside at the 
age of sixty-two.” 

These adverse health findings of 
nursing and hospital sisters were 
applied to the health conditions of 
all religious communities in Eng- 
land, on the Continent and later 
to the communities in the United 
States. Statisticians and writers in 
the late 19th and early 20th cen- 
tury would invariably point to 
these century-old figures of De- 
parcieux and the findings of Cor- 
net to support the contention that 
the span of life of monks and 
nuns was much shorter than that 
of the general population and 
mainly due to the peculiar mode 
of living, namely that of celibacy. 
It comes as no surprise to find that 
similar opinions concerning the 
health of nuns were applied to 
the many communities of sisters 
in the United States early in the 
20th century. 


Lest we too might place too 
much emphasis on the figures of » 
Deparcieux and Cornet to prove 
a point let us ask ourselves; what 
have been the findings of the re- 
cent health study of nuns in the 
United States? How many years 
have been added to their life span 
the past half-century? Can the 
nun of today expect to live a 
longer life than her counter-part 
in the world? Before answering 
these questions let us analyze the 
meaning of a mortality table. 


The mortality table is a human 
document, a kind of story of man’s 
efforts to prolong life to its maxi- 
mum. We well know that biologi- 
cal and sometimes environmental 
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factors set a limit to existence. 
How does the incidence of certain 
causes of death give character to 
the life or mortality table? On 
the basis of the table it is possi- 
ble to ascertain the probability of 
dying (ratio of number of dying 
to the number of living) from 
certain specific causes of death like 
tuberculosis, or cancer in the past. 
Comparing these with the proba- 
bility of dying from the same spe- 
cific disease as of current date one 
is able to calculate the average 
number of years of life that had 
been gained or lost by the group. 


Since the total death rate is the 
resultant of many contributing 
causes the question quite naturally 
arises how many years of poten- 
tial life are sacrificed to any par- 
ticular cause of death; conversely, 
what addition to the average 
length of life would result if any 
one particular cause or the sum 
total of all causes of death could 
be reduced. A case in point dem- 
onstrating this fact can be clearly 
shown in a recent study made of 
the group of 90,000 nuns in the 
United States covering the period 
from 1900 to 1955. The overall 
results of this study showed that 
in the past half-century sisters as 
a group have added approximately 
14 years to their life span at age 
20. This means that the nun of 
age 20 today can expect to live 14 
years longer than a nun of the 
same age at the turn of the cen- 
tury. These 14 years added to the 
life span had been supported by a 
reduction in all causes of death 
and especially the reduction in 
tuberculosis and other communica- 
ble diseases to which members of 
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a close-knit community were espe- 
cially prone in the early part of the 
century, 1900-1930. How much 
of this gain of longer life had been 
due to the control of tuberculosis? 
It is to be noted that approximate- 
ly 5 out of every 1000 nuns died 
of tuberculosis at age 30 in 1905 
while less than 2 (1.88) died in 
1930 thus showing a decline of 
over 60% in the tuberculosis death 
rate. At age 40 a smaller but still 
important reduction had _ taken 
place. 


Further investigation of the re- 
duction of all causes of death 
during the same period showed 
that the reduction of tuberculosis 
accounted for more than one-half 
of the total. How did this reduc- 
tion in all death rates from 1900 
to 1930 increase the average length 
of life of the sister of age 20? 
Since the method of measuring the 
life span applies the actual effects 
of all death rates upon the total 
span of life yet to be lived, the 
reduction in mortality reflects the 
additional years gained by the 
young sister of age 20. The study 
showed that a sister, 20 years old 
had an even chance of living an- 
other 45 years in the 1900 period. 
Due to the reduction in all causes 
of death a sister of age 20 living 
30 years later could look forward 
to an average of better than 51 
years, an advantage of six addi- 
tional years. The study further 
showed that the reduction in the 
tuberculosis death rate accounted 
for nearly 60% of this increase. 


Thus having learned of the in- 
fluence of the reduction of certain 
causes of death upon lengthening 
the life span in the 30 years, many 
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communities of sisters became con- 
scious of introducing definite health 
programs. The results of their ef- 
forts produced further reduction of 
all causes of death the last twenty- 
five years. This has added an 
additional eight years to the life 
span of the sister of age 20 today. 
However, a similar reduction in 
death rates had taken place among 
the population in general during 
the same period. 


For comparative purposes the 
white females (married and sin- 
gle) of the United States have 
been chosen covering the same 
ages and the three decades, 1930, 
1940 and 1950. Figure 1 indicates 
the number of dying per 100,000 
for the two groups at age 20, 30, 
etc. The upper dotted line repre- 
sents the death rate of the white 
females and the lower solid line 
that of the sisters. The two lines 
are joined with a distinct shaded 
area for each decade, demonstrat- 
ing the difference in death rates of 
the two groups. It is to be noted 
that the sisters had decidedly 
lower death rates at all ages and 
in all three decades, having the 
greatest advantage at the younger 
age groups in the 1940 and 1950 
decades. The difference in death 
rates between these two groups is 
very striking at age 20 in the 1950 
decade (14 per 100,000 for sisters 
and 70 for white women). Why 
this advantage of lower death 
rates of the young novices and 
newly professed sisters? A few 
years earlier they, having been 
members of the white female group, 
now appear to be a select group, 
no doubt due to some process of 
screening. The advantage of lower 
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mortality of sisters is short-lived 
for within the first ten and twenty 
years of communal life much of 
the advantage of the lower death 
rates disappears. What items ac- 
count for the apparent increased 
death rate of the nuns in early 
communal life? Some of them are 
quite obvious; others are less so 
even to the point of speculation. 
The significant thing about uncov- 
ering this increased mortality ex- 
perience of the sisters in the early 
years of communal life is the light 
that it throws on the area in which 
further life extension is possible. 
This fact alone confirms the im- 
portance and value of collecting 
vital statistics on this group of 
90,000 nuns, covering the first half 
of the 20th century. It is true that 
the study uncovered a number of 
highly interesting and even sur- 
prising situations with respect to 
the increased longevity of nuns. 
Perhaps the greatest was the fact 
that the nun of today has the 
advantage of living three years 
longer than her counter-part in the 
lay world. These findings were 
substantiated by those of Rev. 
Francis C. Madigan, S.J. in his 
“Health Study of Religious” in 
1957. 


MORBIDITY 


What is it and what is its pur- 
pose? Life tables which had been 
considered above were based on 
mortality observations, that is, 
causes of death and their influence 
on longevity of approximately — 
90,000 nuns. This group consisted 
of persons in all states of health 
and of three or four varied occu- 
pations. Some of them were and 
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are now fortunate enough to be in 
excellent physical condition. The 
majority are in what might be de- 
scribed as ordinary good health. 
But as one would find in the gen- 
eral population there is a sizeable 
contingent of nuns, some in the 
younger and middle-age groups 
and especially among the older- 
age group with impairments of a 
more or less lasting character. 
These disabilities include acute 
and chronic diseases and other 
conditions which have proved to 
be a handicap to longevity. It has 
often been said that every individ- 
ual is subject to a continuous scale 
of well-being extending from the 
best of health to severe sickness. 
A collection of statistics on dis- 
ease, injury, impairment, disability 
or any morbid condition would be 
classed as morbidity data. 


Many morbid (sickness and 
accidental) conditions present im- 
portant health problems to the in- 
dividual and to the community. A 
prime example is the common cold 
with its severity and its influence 
on later chronic ailments resulting 
many times in an early death. In 
many instances, tuberculosis, heart 
disease, cancer and diabetes have 
forerunners of different periods of 
morbidity. The rapid progress of 
medical research has done much 
toward reducing man’s suscepti- 
bility to disease and has resulted 
in significantly increasing the lon- 
gevity of the entire population. 
This is very true of the nuns since 
the recent mortality study showed 
that they enjoyed a three year 
longer life span than women in 
the world. This increased longev- 
ity has shifted a greater proportion 


162 


of religious to age 65 or over, re- 
quiring more attention to the social 
and economic problems of this age 
group. Above all there is a need 
for more knowledge of the inci- 
dence and prevalency of chronic 
diseases at these higher ages. 


Those unfamiliar with sources 
of morbidity statistics sometimes 
have the impression that there is 
no dearth of estimates of the pre- 
valency of various diseases and 
impairments. The U.S. Govern- 
ment is the largest agency gather- 
ing statistics on morbidity. In 1949 
the United States National Com- 
mittee on Vital and Health Sta- 
tistics was established to obtain 
statistics on morbidity. In 1955 
the Department of Health, Edu- 
cation and Welfare proposed to 
Congress the National Health 
Survey Act which was passed with 
appropriate funds in 1956. Since 
that year a continuing survey of 
illness and disability of the nation 
has been collected annually. How- 
ever there are definite limitations 
to the accuracy of the diagnostic 
information collected by the Gov- 
ernment. Since these surveys are 
random household interviews, the 
household respondent at best can 
pass on to the interviewer only 
the information the physician has 
given to the family or what he 
remembers about the conditon or 
his own description of the dis- 
ability or symptom. Government 
health authorities are well aware 
of these limitations and they are 
encouraging private agencies and 
organizations to carry on their 
own special purpose studies. The 
Surgeon General is authorized to 
make available to them technical 
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advice and assistance in their sur- 
veys or studies. I am calling at- 
tention to the above facts to point 
out to the Superiors of religious 
orders that if a morbidity study 
were completed over a period of 
the next five or more years, a 
tremendous wealth of knowledge 
about the factors which influence 
the well-being of the nation would 
be available. The contribution by 
the religious in the United States 
to aid the nation in meeting the 
problem of reducing suffering and 
hardships arising from morbidity 
is beyond comprehension. No 
known study of this kind has been 
made of a comparable white popu- 
lation living under similar eco- 
nomic, social and educational con- 
ditions which embody so many 
important characteristics in pro- 
viding the most extensive, reliable 
and accurate set of morbidity data 
for the nation. 


A tremendous interest has been 
engendered in the health of reli- 
gious in recent years. The Cath- 
olic Hospital Association and the 
Catholic Physicians’ Guilds have 
organized a Committee on Medical 
Care of Clergy and Religious. 
Doctor James T. Nix, chairman of 
the committee states that the aim 
of the committee includes both 
long-range and immediate objec- 
tives, and envisages a pilot study 
as an initial step in evaluating a 
standardized and effective health 
program for religious. 


The immediate objective is a 
standard health record system 
which should include a standard 
pre-admission physical examination 
form, a physician's report sheet 
and a ‘‘Medical Identification 
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Card.” The pre-entrance standard 
examination form adopted by the 
committee will be offered to all re- 
ligious communities in time and 
will provide all information of past 
medical history, hereditary as well 
as individual impairments of each 
member at admission into the com- 
munity. The disadvantage of data 
from health examination given 
only once is that it cannot provide 
diagnosis of the many disability 
conditions which require repeated 
and continuing observations and 
tests before they can be identified. 
It is necessary to supplement this 
data, therefore, with a record sys- 
tem of current disabilities and cer- 
tain medical screenings of each 
member after being admitted into 
the community. Figure 2 below, 
known as a Medical Identification 
Card will provide this information 
for each member while in the com- 
munity. Duplicate cards for every 
member of a community should be 
provided for each respective house, 
(clergy and religious), one card 
to be kept in the possession of 
the member and the other card in 
the files of the Superior. 


The face of the Medical Identi- 
fication Card has been so devised 
to provide information on immu- 
nization, laboratory studies, diag- 
noses, operations, dietary restric- 
tions and other medical findings. 
These measures may be performed 
either by the community infirmar- 
ian or physician at periodic inter- 
vals or when necessary. They will 
aid in early detection of severe 
acute or chronic disabilities. Im- 
munization and drug _ sensitivity 
will be listed to avoid the possi- 
bility of severe allergic reactions. 
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The reverse side of the card will 
carry a record of current disabili- 
ties, chronologically recorded with 
respect to condition, its severity, 
duration and result. 

Acute conditions will be classi- 
fied according to the International 
Classification of Diseases, 1955 


Revision. An acute condition is 
generally defined as a condition 
which has lasted less than 3 
months and at least for one day. 
All minor acute conditions involv- 
ing neither restricted activity nor 
medical attention are excluded 
from the report. A morbid con- 
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dition or simply a condition as 
qualified above is to be entered 
upon the card by the attending 
physician or nurse or by the Su- 
perior of the house. Each condi- 
tion would be recorded according 
to a number of criteria; such as 
type of disease, injury, symptom, 
number of days confined to house 
or bed, number of physician’s 
visits, description of operation if 
performed, if accident part of 
body and how, and type of dental 
service. 

A condition would be considered 
chronic if it is classified as one of 
the chronic diseases on the ‘Check 
List of Chronic Conditions & Im- 
pairments” and that the condition 
has lasted longer than 3 months. 
It would be recorded on the medi- 
cal identification card according to 
a limited criteria; type of condi- 
tion, whether patient is inactive or 
immobile to the extent of 50 or 
100%, and number of visits of 
physician in a given period of time 
of from 3 to 12 months. 

When physical examinations 
are uniformly carried out, the data 
supplemented with that on the 
Medical Identification Card will 
provide a wealth of medical infor- 
mation for the individual sister or 
priest, and for the Superior and 
those interested in the member's 
well-being. Those in authority will 
be able to evaluate and recognize 
the physical and mental limitations 
of the member. It will be most 
valuable to the new physician who 
will be fully cognizant of previous 
conditions, diseases and opera- 
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tions. It will aid him in diagnosing 
the case quickly, efficiently and 
avoid duplicated and unnecessary 
diagnostic tests. For the nation it 
will be of great value. It has been 
stated by noted authorities of the 
U.S. Public Health Service that 
the national surveys made to date 
cannot meet all of the most press- 
ing needs for morbidity statistics 
unless they are supplemented by 
data from physical examinations. 
Furthermore, they admit that it is 
nearly impossible to have a con- 
trolled group of the population of 
which morbidity data from both 
physical examinations and current 
disabilities may be obtained. 


A morbidity study of religious 
as proposed by the Committee 
on Medical Care of Clergy and 
Religious will be the first step 
in accomplishing its immediate ob- 
jectives. The recent mortality 
study of nuns has shown definite 
areas were further lengthening of 
life is possible, thereby increasing 
the productivity and longevity of 
religious personnel. A comprehen- 
sive study of morbidity conditions 
in these areas for the next five 
or more years would give the reli- 
gious Superiors, the Hierarchy, 
the medical profession and all 
operating health agencies an accu- 
rate appraisal of the extent and 
character of diseases and dis- 
abilities in these areas. This data 
would show distribution of trends 
of morbidity which are so essen- 
tial to evaluate the health needs of 
any community and to plan specific 
future health programs. 
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Current Literature: Titles and Abstracts 


Material appearing in this column is thought to be of particular 
interest to the Catholic physician because of its moral, religious, or 
philosophic content. The medical literature constitutes the primary but 
not the sole source of such material. In general, abstracts are intended 
to reflect the substance of the original article. Parenthetical editorial 
comment may follow the abstract if considered desirable. Books are 
reviewed rather than summarized. Contributions and comments from 


readers are invited. 


(Legal and Socio-Economic Division, 
American Medical Association): Reap- 
praisal of eugenic sterilization laws, 
].A.M.A., 173:1245-1250, July 16, 
1960. (Available in reprint form, to- 
gether with bibliography, statutory ci- 
tations, and tables, on request from the 
Legal and Socio-Economic Division, 
American Medical Association, 535 No. 
Dearborn St., Chicago 10, IIl.) 


After succinctly presenting the histori- 
cal background of eugenic sterilization 
law, the noteworthy precedent of Buck v. 
Bell is reviewed, followed by an analysis 
of current statutes on the subject. The 
“Conclusions” of the article are here pre- 
sented verbatim with the kind permission 
of the publisher: 


“Since sterilization is a drastic remedy 
and generally a permanent infringement 
of bodily integrity, those affected by laws 
authorizing it are entitled to every rea- 
sonable precaution. Thus far they have 
not been adequately protected. The ster- 
ilization of persons (a) without legal 
authority, (b) before the constitutionality 
of the laws is tested, (c) under unconsti- 
tutional laws, and (d) with lack of repre- 
sentation by counsel are all clear illustra- 
tions of this disregard of rights. 


The fact that scientific opinion differs 
as to the value of sterilization certainly 
indicates that the merits of this type of 
legislation should be re-evaluated. Since 
court decisions have assumed that the 
conditions included in sterilization statutes 
are hereditary, the constitutionality of 
such statutes is questionable if scientific 
opinion is divided concerning the effec- 
tiveness of this procedure. study of 
sterilization statistics indicates that its use 
is steadily decreasing. However, it is not 
known whether this stems from doubts 
concerning the constitutionality of the 
laws, public reaction, or a change in 
medical opinion. 
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In recent years, it has been questioned 
whether sterilization is constitutional even 
if scientific studies could demonstrate its 
effectiveness in reducing mental disability. 
In fact, it has been suggested that in the 
near future ‘three generations of imbeciles 
may no longer be the prediction and even 
where it is, it may no longer be enough’ 
and that ‘Buck v. Bell may in the end 
serve aS a monument only to the wit but 
not the wisdom of M~. Justice Holmes.’ ”’ 


The following trilogy, written by Dr. Per- 
rin H. Long, Chief of the Medical 
Services at Kings County Hospital 
Medical Center, Brooklyn, New York, 
treats of a recurring problem in medi- 
cal ethics. 


Long, P. H.: On the quantity and qual- 
ity of life; I. Fruitless longevity, Resi- 
dent Physician, 6:69-70, April, 1960. 


The medical profession has made great 
strides over the past years in prolonging 
the life of people. But what are the 
“side” effects of this increasing ability to 
preserve life? 


Many patients will tax the skill and 
energies of physicians, nurses and aides 
only to emerge from a coma into a “‘pain- 
ful, hopeless existence, which will event- 
ually be climaxed by a fatal hemorrhage, 
or by a coma and death.’ How many 
more desperate cases will be saved from 
an early death from infection by the 
“miracle” drugs? 

‘Are we failing because, as was writ- 
ten in the British Medical Journal, we 
have forgotten that ‘a part of the morale 
of the sickroom in which a patient lies 
dying resides surely in the general belief 
that the good doctor will distinguish be- 
tween the prolongation of life and the 
unnecessary prolongation of the fact of 
dying?’ ” 
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Long, P. H.: On the quantity and quality 
of life; II. Moral, religious, national, 
and legal responsibilities of physicians 
in the care of the incurably ill or the 
dying, Resident Physician, » 6:53-61, 
May, 1960. 

The moral, religious and legal aspects 
of medical care for the dying or hope- 
lessly ill must be explored before reach- 
ing any possible conclusions regarding 
this problem confronting medicine. 


The phrase in the Hippocratic Oath 
that binds the physician not to administer 
“a deadly drug’ has several historical 
interpretations. One is to direct an attack 
against euthanasia that was an everyday 
reality at the time the Oath was being 
formulated; another refers to murder by 
poison which was also common at the 
time. Plato was of the opinion that in- 
valids should not be kept alive, not be- 
cause of any consideration for the suffer- 
ing of the person but because of the social 
and economic burden arising from inva- 
lidism. J. Fletcher maintains that the 
Hebrew of the Fifth Commandment 
“clearly means unlawful killing, treach- 
erously, for private vendetta or for gain.” 


The Catholic position is that supreme 
control of life rests in the hands of God 
alone; man on his own authority may not 
directly kill an innocent person. In his 
treatment of euthanasia, Father Joseph V. 
Sullivan invokes the “wedge principle,” 
meaning that “an act which if raised to 
a general line of conduct would injure 
humanity, is wrong even in the individual 
case.’ This “wedge principle’ denies 
“the possibility of considering the indi- 
vidual circumstances in applying rules.” 


Directive 22 of the Ethical and Reli- 
gious Directives for Catholic Hospitals 
mentions that “the failure to supply ordi- 
nary means of life, is equivalent to eutha~ 
nasia.’ This brings up the distinction be- 
tween ordinary and extraordinary means 
of preserving life. Father Gerald Kelly, 
SJ. (Medico-Moral Problems, Ch. 17, 
Catholic Hospital Asso., St. Louis, Mo.) 
places the emphasis on those medicines, 
treatments, etc. which ‘offer reasonable 
hope of benefit” for the patient and which 
can be obtained and used without “ex- 
cessive expense, pain or inconvenience.” 
Otherwise the means would be extraor- 
dinary. 


Father Kelly does not define ‘reason- 


able” but the dictionary considers it 
probably synonymous with “fair or 
“moderate.” “It is obviously not ‘good 


and certainly not ‘poor’ as far as prog- 
nosis is concerned. 
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Evil must be avoided “‘at all costs’’ but 
there are ‘proportionate limits to the 
duty of doing good” so that there is 
no strict obligation to go to inordinate 
lengths to do good. Hence, excessive in- 
convenience as far as expense, pain and 
other hardships would make the means of 
preserving life extraordinary. If either 
the relative convenience or the reasonable 
hope of benefit are lacking, the means are 
extraordinary and not obligatory. 


The medical team must do what the 
patient is obliged to do, what the patient 
reasonably wants and what the recog- 
nized standards of the medical profession 
require. “When the patient cannot make 
the decision because of his condition, the 
family's desires must prevail, as they 
represent the patient;’’ otherwise, the phy- 
sician should “try to make a prudent 
estimate of what the patient would rea- 
sonably want if he could be asked. If 
means are lacking to do this, then the 
physician should apply the Golden Rule: 
what would the doctor himself want if he 
were in the patient’s condition.” 


There are two different professional 
standards that influence the doctor and 
his decisions. Some medical men take the 
stand that “no matter how hopeless the 
situation, any and all means should be 
used to prolong life until its last flicker.” 
This approach precludes any question of 
euthanasia, defeatism and qualms of con- 
science. There are others who “try to 
effect a cure as long as there is any rea- 
sonable hope of doing so; they try to 
preserve life as long as the patient him- 
self can reap any tangible benefits from 
the prolongations. They think there is a 
point when such efforts become futile ges- 
tures; and they believe at this point the 
sole duty of the doctor is to see that the 
patient gets good nursing care and that 
his pain is alleviated.” 


Both standards are in accord with 


Catholic moral teaching. 

Protestant thought and discussion on 
the problem has been relatively limited. 
There are no pronouncements other than 
that of the Archbishop of Canterbury in 
1936 who admitted that “cases arise in 
which some means of shortening life may 
be justified. But this determination should 
be adverted to the medical profession.” 


Jewish medical ethics strictly forbid 
active euthanasia but “Jewish law sanc- 
tions and perhaps even demands, the 
withdrawal of any factor — whether ex- 
traneous to the patient himself or not — 
which may artificially delay his demise 
in the final phase.”’ 
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The agencies of our government have 
made an about face in policy during the 
past few years relative to care of casual- 
ties of a nuclear attack. “The current 
policy is to treat definitively the lightly 
injured first and the surviving seriously 
injured last, which means of course that 
there would be few seriously injured sur- 
vivors after an attack. ... The extra- 
ordinary fact is that this new policy has 
been accepted by the medical profession 
of this country without dissent or even 
much discussion.” 


Long, P. H.: On the quantity and quality 
of. life; III. A discussion of the pro- 
longation of life in the incurably ill 
and dying, Resident Physician, 6:51-53, 
June, 1960. 

Prolonged illness is very costly even 
in the era of Blue Cross and other agen- 
cies. The American taxpayer seems re- 
luctant to be taxed to the degree needed 
to support adequately the increasing num- 
ber of infirm people. 

“Are we correct in expanding such a 
large proportion of our medical resources 
in trying to increase the quantity of life 
at the expense of its quality?” The un- 
derstaffed trained personnel, nurses, prac- 
tical nurses and nurses’ aides are spend- 
ing themselves in “increasing the quantity 
of life to the detriment of what might be 
done in improving the quality of life for 
other patients.” 


It is a difficult issue because of its 
social, religious, ethical and political as- 
pects, but it is an issue that must be met. 
Doctor Bordley admonishes, “I would 
like to make the house staff realize that 
they were not shirking their responsibili- 
ties if some of the time and energy which 
they now feel compelled to spend in the 
cause of fruitless longevity were to be 
devoted to the factors which make it 
possible for their doomed patients to live 
in peace and comfort, and for their sur- 
viving patients to live more abundantly.” 
(The author refers to John 10:10 — 
“abundant life’ in the qualitative sense.) 

It is up to the medical profession to 
reach an ethical and humane solution. 


— J.J.H. 


Similarly concerned with the problem of 
the “quantity and quality of life” are 
the following two items: 

(Editorial): Patient, doctor, human life, 
America, 103:16, July 16, 1960. 


The time seems appropriate to empha- 
size the ever-important distinction be- 
tween ordinary and extraordinary means 
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in the preservation of life. We have a 
positive obligation to protect our lives 
from injury, disease and the debilities of 
old age but “what is the minimum re- 
quired standard of responsible steward- 
ship for man when his life, which is God's 
exclusive property, is threatened by any 
of the many ills that assail our mortal 
frame?” 

“Ordinary’’ means to preserve life that 
we are bound to take are “those which 
lie at hand and are in common use among 
doctors, e.g., intravenous feeding, 
blood transfusions or insulin injections, 
and also using oxygen tent and a grow- 
ing number of routine operations and 
amputations, even major ones.” “Extra- 
ordinary” means are not generally obliga- 
tory and they are ‘those which entail 
great hardship, suffering or expense be- 
yond that which men would prudently 
consider proper for a serious undertaking, 
according to the state of the individual in 
question. That too may be called extra- 
ordinary which offers no solid hope of 
success or utility.” 


There is no easy way to apply these 
norms and “‘in particular cases, it is often 
difficult to impose a clear duty of employ- 
ing a specific means. Fortunately, when 
life is at stake, the human instinct is to 
seek help over and above the hazy mini- 
mum that morality rigorously demands.” 


The physician must do not only this 
minimum but “whatever the patient rea- 
sonably requests as well as what profes- 
sional standards require.’ This refusal to 
yield to defeatism has made yesterday's 
extraordinary means of preserving life 
today’s commonplace. — JJ.H 


Lauber, J. J.: Preserving life, (Corre- 
spondence), America, Aug. 20, 1960. 


In his “Letter to the Editor” regarding 
the editorial on ‘Patient, Doctor, Human 
Life,” the writer mentions a distinction of 
hierarchy in the examples given of “ordi- 
nary’ means to preserve life: intravenous 
feeding, blood transfusions and _ insulin 
injections. He stresses the relative ex- 
pense, safety and ease of administering: 
insulin can be cheaply and safely self- 
administered while blood transfusions are 
expensive, inconvenient and require pro- 
fessional administration. 

A further relative distinction is intro- 
duced concerning the persons who are to 
receive these means of preserving life. 
“Several blood transfusions would be an 
ordinary means of prolonging life if they 
would cure a young man, but would be 
extraordinary if they would give only a 
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few days more life to a dying person.” 


Catholic physicians and good medical 
practice in general should follow a ‘‘mid- 
dle course between the pagan theory of 
euthanasia, that would allow a person 
suffering from a hopeless ailment to be 
put to death by some direct means, and 
the theory that every possible means must 
be used to keep a person alive, even 
when death would be a relief, a theory 
which is actually un-Christian for it ex- 
aggerates the importance of earthly whi. 

— J.J.H. 


Larkin, V. R.: St. Thomas Aquinas on 
the movement of the heart, J. History 
Med. & Allied Sciences, 15:22-30, Jan., 
1960. 


(This is an annotated translation of 
the letter De Motu Cordis, written by 
Thomas Aquinas in approximately 1270 
and addressed to a Master Philip, who 
was possibly professor of medicine in 
Bologna. In it are discussed philosophic 
theories regarding the origin and nature 
of cardiac activity. The letter reveals in 
addition a not unsophisticated concept of 
the physiology of the heart.) 


McReavy, L. L.: Plastic surgery for beau- 
ty’s sake, Clergy Review, 44:553-555, 
Sept., 1959. 


What is the morality of surgery done 
by plastic surgeons merely to “improve” 
the client’s looks? 

Applying the principles that govern 
mutilation, Pius XII, in an address to the 
Italian Society of Plastic Surgery in 
1958, said that physical beauty is deserv- 
ing of esteem and care. There is nothing 
intrinsically either good or bad in the 
object, and consequently its morality will 
depend on circumstances, the Pope ex-~- 
plained. The principal conditions, how- 
ever, are that the intention must be right, 
the general health cannot be exposed to 
risk, and the motive must be reasonable 
and proportionate to the extraordinary 
character of the means adopted. — J.H.S. 

THE SEPTEMBER 22nd issue of The 
New England Journal of Medicine is 
unigue in that the Trappists are the sub- 
jects of two papers and an editorial. In 
the lead article (McCullagh, E. P. and 
Lewis, Lena A.: A study of diet, blood 
lipids and vascular disease in Trappist 
monks, New Eng. J. Med., 263:569-574, 
Sept. 22, 1960) it was concluded that, in 
the monks studied, diets that are low in 
animal fat and that are associated with 
relatively low serum cholesterol levels for 
many years ‘are not sufficient in them- 
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selves to offset the advance of cardiovas- 
cular degeneration and arterial hyperten- 
sion.” The second paper (Ruegsegger, 
J. M. and Delery, Father Mark, O.C.S.O., 
M.D.: Trivalent poliomyelitis vaccine ad- 
ministered orally in a cloistered commu- 
nity, New Eng. J. Med., 263:596-598, 
Sept. 22, 1960) presents the results of a 
controlled study of an oral poliomyelitis 
vaccine in 123 Trappist monks at St. 
Joseph's Abbey, Spencer, Mass. The 
editorial, “Monks fret not...” (pp. 611- 
612)), prompted by the brace of articles 
mentioned, discusses monastic medicine 
past and present. 


Huftier, M.: Quelle conduite tenir lorsqu’il 
s’agit de la communion a des malades 
sujets aux vomissements?, L’Ami Du 
Clerge, 69:531, September 3, 1959. 


If the sick person is subject to frequent 
vomiting, communion should not be given 
when there is serious danger of vomiting 
the host. The doctor should be consulted 
to determine how serious the danger is. 
Communion, if given, should be with a 
small piece of the host. — J.L.B. 


Walters, W., Ramsdell, J. A., and John- 
son, C. E.: Thirty-four pregnancies 
after repair of stricture of bile duct, 
].A.M.A., 174:26-28, Sept. 3, 1960. 


There has existed an unsubstantiated 
impression that pregnancy was contra- 
indicated after repair of biliary stricture. 
The reasons have included possible re- 
currence of hepatitis, malfunction of the 
biliary or biliary-intestinal anastomosis, 
trauma during labor, and pressure from 
the enlarging uterus. In order to evaluate 
the matter fully, a study was conducted 
based upon 34 pregnancies in 24 patients 
who had undergone one or more surgical 
procedures for bile duct repair. In gen- 
eral, pregnancy did not appear to exert 
an adverse effect, nor was the pregnancy 
itself jeopardized by the previous biliary 
surgery. Therapeutic abortion (2 of 34 
pregnancies) was done for maternal indi- 
cation only. 


Editorial Comment: Boxing, Lancet, 1: 

1185-1186, May, 1959. 

The medical aspects of boxing throw a 
heavy responsibility on the profession. 
Most of the boxing hazards are cerebral. 
If boxing causes fatal cerebral damage in 
a few contestants, the natural conclusion 
is that it causes material damage in many 
more, for death is a pretty rough measure 
of cerebral damage. 
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The medical case against boxing is 
now so strong that doctors have a clear 
duty to fight for its total abolition. Boards 
of control can and do reduce the toll, but 
they cannot alter the fact that the main 
object is to put out of action the most 
important and vulnerable organ in the 
body. Individual doctors must help by 
warning boxers of the dangers of delayed 
brain injury. —P.G 


Cavanagh, J. R.: The psychological effects 
of birth prevention, Marriage, 42:7-12, 
September, 1960. 


Those carried away with the overpopu- 
lation problems often overlook the psy- 
chological effects raised by their proposed 
solution of contraception. Frustration and 
guilt are the natural consequences of 
those who designedly thwart the repro- 
ductive nature of the marriage act. 


The over-reaction to the statement of 
the traditional position of the Catholic 
Church on artificial birth control can be 
psychologically analyzed as either an at- 
tempt to bolster a weak position or an 
emotional reaction to repressed feelings 
of guilt. Hamlet's words ring true again, 
“The lady doth protest too much.” 


A man and woman beginning marriage 
enter a state in which the child naturally 
(by nature) is the primary result. Sec- 
ondary purposes, whatever they may be, 
cannot change this creative arrangement. 
Any frustration of the natural (even un- 
conscious) longing and ambition to have 
a child often brings with it harmful psy- 
chological effects. “Only motives of a 
high order can ever lead to satisfactory 
repression or sublimation of this desire; 
e.g., celibacy in the religious life.” 


“True mating calls upon the total per- 
sonality, the mind, will and feelings. It is 
the occasion for experiencing a true har- 
mony of instincts and aspirations. Any- 
thing which separates the procreative 
element from the pleasure element in the 
sex act and makes sex pleasure an end in 
itself destroys the ‘oneness’ and the ‘we’ 
of marriage.” 


Following this deviation of the natural 
order comes the tampering with one’s 
moral values by rationalizing —a “‘de- 
fense mechanism, developed to quiet the 
inner unrest, the feelings generated by 
frustrating the need to procreate.”’ 


Contraceptives of a mechanical nature 
effectively destroy the spontaniety of in- 
tercourse and cause some degree of aver- 
sion for the act. (Moreover, to a certain 
extent, the same can be said for periodic 
continence. ) 
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Where only one spouse wishes to use 
birth control, the frustration turns to- 
wards hostility — ‘‘Quarrels, suspicions 
and attempted deceptions. If this hostility 
is repressed, it is likely to lead to feelings 
of depression, accompanied by symptoms 
of chronic fatigue, insomnia, loss of appe- 
tite and ambition, and loss of sexual de- 
sire,’ leading eventually to additional 
psychic wounds, marital unhappiness, di- 
vorce, broken homes and deserted children. 


Planning a child should not be ranked 
as another item on a shopping list — car, 
furniture, T.V., child, etc. The difficulty 
with a child conceived “‘by accident’ is 
that his birth may be attended by great 
anxiety, tension and finally the rejection 
of being unwanted. 


“In summary, then, it may be said 
that the use of any method of birth con- 
trol or limitation can lead to frustration. 
Frustration leads to hostility which may 
be directed against the partner or against 
the self. If it is directed against the self, 
it leads to depression and its natural con- 
sequences. These reactions lead to feel- 
ings of quilt, even though no actual guilt 
is present. Such feelings of quilt arise 
because of at least an unconscious recog- 
nition that one has interfered with a 
natural act, therebv making sex pleasure 
an end in itself. Feelings of guilt may 
in themselves provoke mechanisms of de- 
fense which bring about further psychic 
repercussions.” — J.J.H. 


THE TERATOGENIC EFFECT of 
virus diseases occurring during pregnancy 
continues to receive considerable atten- 
tion. In a prospective study based upon 
22 cases of rubella during pregnancy 
(Mullins, J. H., Farris, J. A., and Atkin- 
son, J. C.: Fetal damage from rubella 
during pregnancy, Obstet. & Gynec., 15: 
320-321, March, 1960) the writers con- 
clude that serious fetal damage may result 
from rubella when contracted during the 
first 8 weeks of preqnancy and that thera- 
peutic abortion is therefore indicated un- 
der these circumstances. ‘‘Serious fetal 
anomalies, stillborns, or abortions resulted 
in 77 per cent of patients having rubella 
during the first 8 weeks of preqnancy.” 
(Apart from the fact that stillbirth or 
spontaneous abortion is an improbable 
indication for therapeutic abortion, it 
should be noted that, of the 13 anomalies 
encountered, only one — anencephaly — 
is not at least potentially amenable to 
seme pene) Ga pote communica- 
tion Gray, J. E. ubella in pregnan 
Brit. Med. J., 1:1388, May 7, 19605 
describes the fetal lesions in 6 cases of 
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therapeutic abortion done because of ma- 
ternal rubella. A third paper (Ashe, J. 
R., Jr. and Arey, J. V.: Rubella in preg- 
nancy, North Carolina Med. J., 20:457, 
1959) confirms the first 12 weeks of preg- 
nancy — the period of organogenesis — 
as the most critical time for the develop- 
ment of fetal abnormalities. The risk of 
fetal damage as the result of maternal 
rubella is estimated at 19 per cent during 
the first trimester and 10 per cent during 
the second trimester. Turning to another 
virus, that of Asian influenza, the study 
of Pleydell (Brit. Med. J., Jan. 30, 1960) 
suggests that there might be an associa- 
tion between this disease in pregnancy 
and the development of fetal anomalies. 


Curran, William J.: “A problem of con- 
sent: Kidney transplantation in minors, 
New York University Law Review, 5: 
891-898, May, 1959. 


The therapeutic value involved in the 
transfer of tissue from one human being 
to another (homografting) has been so 
perfected by medical science that it is 
now a widely accepted medical practice. 

is success in homografting, however, 
is limited to a particular type of human 
tissue called structural tissue. Similar suc- 
cess has not been achieved in the transfer 
of organs of the body (lungs, kidneys, or 
heart) except in grafts between identical 
twins. In cases in which the operation 
has been attempted with identical twins 
of minor status, the hospitals were con- 
cerned with the problem of consent; and 
to protect themselves against a “battery” 
charge appealed to the courts for a decla- 
ration. In most cases of minors, parental 
consent dictates medical treatment. How- 
ever, in such cases the treatment is al- 
ways potentially beneficial to the child. 
In this case the minor will suffer a loss 
that could be highly detrimental to him 
(or her) in the future. 


In three almost identical cases the Su- 
preme Judicial Court of Massachusetts 
rendered on separate occasions the fol- 
lowing significant opinion: 


On the testimony of the psychiatrist 
that a grave emotional disturbance affect- 
ing his physical well-being may be visited 
on the healthy donor should the transfer 
of the healthy organ not be made to his 
identical twin, the hospital and surgeons 
are licensed on the consent of the parents 
and both twins to proceed with the opera- 
tion. 


This decision in practical incidents 
cleared certain difficulties but raised or 
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left pending some quite pertinent ques 
tions. 


1. What is or what should be the 
function of psychiatry in reaching certain 
civil decisions? 

2. What significance should be given 
to the court requirement of the consent 
not only of the parents but of the twins 
as well? 


3. What would be the force of psy- 
chological disturbances in twins below 
the age of reason? 


4. What would be the efficaciousness 
of parental consent in twins capable of 
understanding the situation? 


As the above discussions indicate, there 
are many areas of obscurity yet to be 
worked out. In the face of growing medi- 
cal achievement in this field, we might 
have been more satisfied had the courts 
met the problem more directly. — J.O’'L. 


Collins, V. J.: Fatalities in anesthesia and 
surgery; fundamental considerations, 


].A.M.A., 172:549-555, Feb. 6, 1960. 


Cardiac arrest, or preferably “cardio- 
circulatory collapse,” is an important 
cause of operating room deaths. It is 
iatrogenic, and thus distinguished from 
that collapse occurring in purely medical 
situations, such as sudden coronary occlu- 
sion taking place on the street. Thora- 
cotomy for cardiac massage in the latter 
circumstance is not indicated. Apart from 
medical aspects, there are moral consider- 
ations of importance. “No physician is 
obligated to institute extraordinary meas- 
ures to save life, especially under impos- 
sible circumstances.’ ‘This position was 
clearly indicated by Pope Pius XII in his 
discourse to the international congress of 
anesthetists in Rome on Nov. 24, 1957. 


Ford, John C. (S.J.): Chemical comfort 
and Christian virtue, American Eccle- 
siastical Review, 141:361-378, Decem- 
ber, 1959. 


How are Christian morality and per- 
fection related to the use of chemical 
comforters which are easily available and 
widely used, such as caffeine, nicotine, 
barbiturates, sleeping pills, etc.? This 
treatment excludes the consideration of 
alcohol and those more dangerous drugs, 
such as morphine, opium, heroin, etc. 


All analgesics remind us of the question 
raised by Pius XII as to the compati- 
bility of pain-killers with the Christian 
doctrine of suffering. Relying on our 
Lord’s refusal of wine mixed with gall to 
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alleviate His sufferings, some object that 
narcotics and sedatives are out of joint 
with perfection and Christian heroism. 


The direct effect of these comforts is 
to kill pain, relieve tension, escape fa- 
tigue, restore energy, cause sense pleas- 
ure, and even induce euphoria. These 
effects can be sought directly and are not 
sheer, superfluous self-indulgence. They 
are not shady practices for the followers 
of Christ. They can well be necessary, 
or useful, and entirely subordinate to 
one’s last end, even when they appear to 
be ob solam voluptatem. 


The problem is to discover the medium 
virtutis, which may be called by the 
newly coined name pharmacosophrosyne. 
Since individual capacity and reaction are 
so disparate, it is impossible to give gen- 
eral quantitative norms. Each person 
must find the medium virtutis by using 
good common drug-sense, the sweet rea- 
sonableness of Christian virtue or hero- 
ism. This reasonableness considers all 
the circumstances, such as standards of 
environment, the college or family or 
seminary rules, good manners, minor ad- 
dictions, danger to health, etc. Tobacco, 
for example, has been subjected to criti- 
cism from all these circumstances. Yet 
we cannot rule it out, not even because 
of possible lung cancer, minor addiction, 
excessive expense, etc. There is no in- 
trinsic reason why mortification must sin- 
gle out chemical comforters rather than 
desserts, dancing, shows, television, etc. 
This virtue, which goes beyond obliga- 
tion, is compatible with Christian perfec- 
tion and heroism. Apart from all their 
indispensable medical uses in hypnosis, 
psychotherapy, and mental hospitals or 
practical uses in avoiding impediments in 
one’s work or social uses in stimulating 
bonum amicitiae, chemical comforters 
have a legitimate place in the scheme of 
things just as comforters. They provide 
minor satisfactions for legitimate human 
needs. Healthier satisfactions for these 
needs are admitted as possible and desir- 
able by scientist and theologian alike, 
especially when the comforter is addicting 
or dangerous. —/Jj.s 


Lynch, W. A.: Philosophy and medicine, 
Carney Hosp. Journal, Boston, 2:2-7, 
June, 1960. 

Modern medicine in many of its aspects 
— research, nursing, hospital administra- 
tion, teaching and clinical practice — has 
tended to become depersonalized. That 
the prime object of medicine is actually 
the individual patient is often forgotten, 
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and occasionally medical services tend to 
be looked upon as ends in themselves. 
“There is one thing without which no 
physician can ever be successful — inter- 
est in the patient as a person. Only 
constant dedication to the patient as a 
person and the proper respect for human 
dignity will enable medicine to make 
proper progress. The patient is the thing 
— the patient is the teacher. It is our 
privilege to be his students. He alone 
can help us find the correct answers.” 


Bouie, Louis A.: The ethics of the physi- 
cian, Journal Lancet, 79:295-298, July, 
1959. 


The serious nature of a charge of un- 
ethical conduct demands judicious man- 
agement and adequate appraisal. The 
principle of local autonomy must be para- 
mount and facts must be determined at a 
local level. The county medical associa- 
tion is to perform this function. 


It should be remembered that it is the 
responsibility of the accuser to determine 
that an unethical act has been committed. 


The ethical physician will observe all 
ethical principles because he realizes that 
they cannot be enforced by penal reprisals 
but must be binding in conscience. — P.G. 


Flint, J. S.: Leukemia and pregnancy, 
Rocky Mountain Medical Journal, 56: 
59-62, August, 1959. 


An illustrative case is summarized, re- 
cent literature discussed with respect to 
survival and management of the pregnant 
leukemic, and some speculative observa- 
tions made on the nature of the placental 
barrier. 


In acute leukemia, maternal survival 
time has increased and fetal mortality has 
considerably decreased in recent years. 
There is no evidence that the course of 
leukemia is affected by pregnancy. Leu- 
kemia is not an indication for abortion, 
and only in rare cases is cesarean section 
indicated. 


Recent experience indicates that, when 
necessary, certain anti-leukemic therapy 
can be carried out during pregnancy with 
no apparent harm to the fetus. The pla- 
centa is an absolute barrier to leukemia, 
and its mechanism is unknown. — J.R.C. 


Zilboorg, Gregory: Psychoanalysis and re- 
ligion, Pastoral Psychology, 10:41-48, 
November, 1959. 


The early history of the relationship 
between religion and psychoanalysis was 
one of mutual antagonism. On one side 
were those psychoanalysts who felt that 
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the acceptance of Freud's clinical findings 
and techniques imposed upon them the 
need to accept his philosophical excur- 
sions as well. On the other side there 
were those who felt that the rejection of 
Freud's erroneous psycho-philosophical 
views on religion involved a rejection of 
his strictly psychological findings as well. 
A great deal of irrational prejudice was 
manifested by both sides. Today, espe- 
cially in Europe, much is being done to 
erase this conflict. There are now many 
God-fearing Protestants and devout Cath- 
olics who are also Freudian psycho- 
analysts. These have not found it nec- 
essary to follow Freud in his amateur 
theology, or to adopt the errors discerni- 
ble in his psychology. Modern Catholic 
thought has been showing of late both a 
great interest in, and a great understand- 
ing of, psychoanalysis and its positive 
relation to religion. Unfortunately, this 
trend toward mutual cooperation between 
Catholic theologians and psychiatrists has 
not yet been sufficiently established in 
the United States. As a healing art, psy- 
choanalysis is by its very nature the 
opposite of the enemy of mankind. As a 
mass of factual data about human beings 
and their behavior, it can serve both God 
and man. Man's faith and man’s need 
for moral values are not overthrown by 
scientific discoveries. —R.B.M. 
[The following article by Father Zim- 
merman was abstracted in a previous 
issue of THE LINACRE QUARTERLY, 26: 
108, August, 1959. It is freshly abstracted 
as a convenience to the reader, who may 
wish to compare it with the article by 
Father McKernan which follows it.] 


Zimmerman, Anthony (S.V.D.): The 
Catholic viewpoint on overpopulation, 
What’s New, 22-26, Spring, 1959. 


A generalization sometimes made is 
that physical and biological sciences 
which can evaluate the potentials and 
techniques of production are generally 
optimistic about the future balance be- 
tween population and resources; whereas 
the social scientists who deal with politi- 
cal, social, and psychological problems 
tend to be pessimistic. In a word, those 
acquainted with nature's bounty see no 
real dilemma; those who deal with man’s 
use of nature shake their heads. 


The Catholic Church offers no sure 
prophecy about the balance or imbalance 
between man’s needs and his resources. 
It is confident that no world catastrophe 
will result in man’s practice of virtue. 


= P.D:H, 
NoveMBER, 1960 


McKernan, Louis (C.S.P.): Population in 
a changing world, Catholic World, 190: 
287-293, February, 1960. 

The current situation is unique in world 
history. Sudden, drastic reduction of 
death rates in countries where fertility 
rates are high has produced a rate of 
natural increase in population unprece- 
dented in the history of the world. Con- 
trary to what Father Anthony Zimmer- 
man, S.V.D., has suggested, the popula- 
tion growth will not “level off’ in fifty 
or eighty years, but the rapid growth 
will continue. 


The major areas of concentration are 
India, China, Mexico, the Caribbean, 
Central and northern South America. 
Several speculations and estimates are 
made, based on current trends, with re- 
gard to each of these areas. The problem 
is real, and due to the many factors in- 
volved, it is also complicated. For exam- 
ple, India and China together make up 
one-half of the total yearly increase in 
population. But it is likely that in both 
countries fertility will drop and mortality 
will rise in the not too distant future. If 
this is so, it would change the present 
trend of world population considerably. 


Western Europe after the Industrial 
Revolution experienced a decline in fer- 
tility due to contraceptive practices. Why 
this was so, despite the opposition of the 
Church, has not been thoroughly studied. 
Today, with the prevalence of the idea 
that many of the difficulties facing low- 
income countries are only aggravated by 
rapid rates of population growth, the 
trend universally will be toward limita- 
tion of births. This creates a pastoral 
problem. 


The Russian delegate to the United 
National Economic Commission for Asia 
and the Far East said that the answer to 
the problem is the speedy defeat of the 
economic backwardness of these coun- 
tries. But advocates of birth control say 
that limiting the population increase must 
be adopted before economic measures will 
prove effective. They even go so far in 
their materialistic approach as to bribe 
both men and women to undergo steriliza- 
tion. But more important things are at 
stake today than mere material well- 
being. The spiritual element is ever pres- 
ent. Conditions must be provided in 
which men can lead decent human lives 
and save their souls, and the argument 
against birth control does not rest on the 
abundance of food or the lack of it. 

Statistics are given about northern 
South America pointing out that the pop- 
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ulation boom there will cause a shortage 
of priests, a lack of education, and an 
increase of urbanization. Each of these 
factors may cause a great loss of souls 
to the Church. 

We sometimes think that a large family 
is the ideal. Is it? The primary end of 
marriage is not just procreation, but also 
their education. Again, contrary to what 
Father Zimmerman claims, it seems the 
use of rhythm can be permitted for social 
reasons. The obligation to procreate ulti- 
mately depends on the needs of the com- 
munity and the human species. Thus, 
Bishop. Thomas J. Riley of Boston con- 
siders it legitimate to distribute informa- 
tion about the rhythm system in under- 
developed countries with rapid population 
growth. 


Rhythm is not as difficult or inefficient 
now as its critics imply, and thus could 
be an effective remedy. Catholic scien- 
tists should work diligently to perfect 
the rhythm system. Colleges, university 
administrators, and hospital officials must 
give their support and theologians their 
encouragement. This form of control will 
be even more acceptable in India, where 
it was already proposed by Gandhi, than 
in the West, where we are opposed to 
self-restraint. Many people are ignorant 
of what the natural law is. They con- 
sider rhythm as unnatural, even though 
they consider contraception to be quite 
natural. 


There are no pat answers. The dimen- 
sions of the problem are wide and deep. 
Some people who ask about the Catholic 
position on birth control are really asking 
if Catholics care about the problems of 
the underdeveloped countries. The Prot- 
estants have shown great zeal in attack- 
ing this problem, even though at times 
they are misquided. Catholics, thus far, 
have not fully explored the virtues of 
justice and charity. It will be a provi- 
dential effect if the controversy helps to 
make Catholics aware that there is a real 
problem. — CV, 


McCormack, Arthur: Mr. Huxley and 
overpopulation, Month, 22:84-91, Au- 
gust, 1959, 

Mr. Aldous Huxley's recent book 
Brave New World Revisited is a ver 
different work from Brave New World, 
which he wrote twenty-seven years ago. 
That was more in the nature of a fable 
while this book is a more serious tract 
for the times. Mr. Huxley regards as the 
central problem of our time the vast in- 
crease in population which he sees as 
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almost impossible of solution. His diffi- 
culties seem to fall under two headings: 
space and food, with other amenities. 


In regard to space, he no longer pro- 
poses birth control as a cure-all for the 
world’s ills. Today he sees this as a prac- 
tical impossibility. He speaks of billions 
of people fifty years hence as though 
they were actual facts. These predictions 
of future population can be very erro- 
neous. For example, his brother Julian, 
in 1950, predicted that in the year 2000 
there would be 3,000 million people on 
earth, but now the estimate (only eight 
years later) is 5,500 million. In this case 
there is only a one per cent error, but 
the result is a difference of billions. This 
type of error, of course, could happen 
both ways; downwards as well as up- 
wards. 


Looking at the problem as it is today, 
besides many other examples that are 
given, perhaps that of Holland is the 
most striking. In this country people live 
in comfort with regard to space, and if 
the population of the entire world were 
to be put into the United States, it would 
only raise the population level to the 
present level of that of Holland. 


With regard to food, Mr. Huxley is a 
pessimist. He is greatly concerned about 
erosion of the soil and mineral capital 
being squandered, whereas the Food and 
Agriculture Organization of the United 
States has just the opposite view. To 
use Holland again as an example, despite 
its dense population, it is a food export- 
ing country. If the available land were 
used according to present knowledge, the 
most outstanding agriculture economists 
say that the world could support a popu- 
lation increase from ten to twenty times 
its present number. 


Mr. Huxley has proposed that our age 
is one of overpopulation, but as this arti- 
cle shows, it could be the age of plenty. 
We have the resources and “know-how’”’ 
to bring about a complete revolution in 
living standards throughout the under- 
privileged world. If we fail in this, it will 
be due to poverty of the human spirit 
and despair, which Mr. Huxley is helping 
to foster with his “lucid pessimism.” 


—~CYV. 
Thomas, John L. (S.J.): The Catholic 


position on population control, Dae- 

dalus, 88:444-53, Summer, 1959. (Re- 

printed in Catholic Mind, 58:4-11, 

January-February, 1960.) 

The formulation of any position related 
to ethical issues necessarily implies a set 
of definite assumptions concerning the 
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nature of the human agent and the requi- 
site qualities of right moral conduct. The 
formulation of Catholic principles such 
as the “double effect” and “‘totality,” and 
the rejection of certain means, such as 
sterilization, abortion, and birth control, 
tend to be based on principles derived 
from both reason and faith, though Cath- 
olic thinkers have consistently vindicated 
man’s natural ability to discover the 
basic principles and norms requisite for 
right moral conduct. 


Catholic thinkers seek roughly the 
same human goals and must rely on the 
same information as others in defining 
their position on population control, and 
thus the distinguishing traits in their ap- 
proach will be found in the means they 
judge to be ethically acceptable. Since 
some of the means held to be acceptable 
by others are not held so by Catholics, 
they must be rejected. 


The Catholic position is based on cer- 
tain principles known from reason and 
revelation, such as the purpose of mar- 
riage and its use. There is a need to 
distinguish between the speculative, over- 
all problem of world population vs. world 
resources on the one hand, and specific, 
practical population-resource problems 
existing in various countries on the other. 
We must recognize that population prob- 
lems are not primarily economic, but 
greatly depend on _ sociopsychological 
processes. We must carefully distinguish 
between educated guesses and known 
facts. Abortion, sterilization, and con- 
traception must be rejected as intrinsically 
immoral means. The use of a pill to 
prevent ovulation is immoral if used for 
contraception or sterilization. It can be 
used licitly to correct certain abnormal 
conditions. 


What practical solutions to the present 
population problems do Catholic thinkers 
propose? In regard to the problem of 
world population vs. world resources, the 
answers are highly speculative and we 
appear to have sufficient resources in 
energy and food to handle foreseeable 
population increases. Second, in under- 
developed countries there should be uni- 
versal education, social and economic 
reforms, capital investment, marketing 
and trade reforms. Third, many pressures 
can be relieved by migration, trade, freer 
access to needed raw materials, together 
with financial and technical help. Lastly, 
piecemeal reforms such as birth control 
are ineffective since they are not aimed 
at changing traditional social and eco- 
nomic situations and will not prove ac- 
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ceptable until these situations in under- 
developed countries are changed. ~ C.V. 


PERFECTLY TOPICAL AND perti- 
nent, although not “current literature” in 
the strict sense, are the following essays 
by John Henry Cardinal Newman, writ- 
ten over a century ago: “Christianity 
and Physical Science,” “Christianity and 
Scientific Investigation,” and “‘Christian- 
ity and Medical Science.” (From The 
Idea of a University. Paper. 477 pp. 
Garden City, New York: Image Books 
(Doubleday), $1.35.) 


ADDITIONAL SOURCES of interest 


include the following: 


Wiener, Norbert: On the technical devel- 
opment of automatization and some of 
its moral consequences (presented at 
the annual meeting of the American 
Association for the Advancement of 
Science, Chicago, Dec. 27, 1959). 


McIntyre, C. A., Jr.: Faith healing, 
J.A.M.A., adv. pp. 196 and 198, June 
25, 1960. 


Maurer, H. J.: Eugenic interruption of 
pregnancy because of exposure to ioniz- 
ing radiation, Deutsche med. Wchnschr., 
84:1336-1338, July 24, 1959. 


Young, Richard K. and Meiburg, Albert 
L.: Spiritual Therapy: How the Physi- 
cian, Psychiatrist and Minister Collabo- 
rate in Healing. Cloth. 184 pp. New 
York: Harper and Brothers, Publishers, 
1960. $3.50. 


Meceguer, Pedro (S.J.): The Secret of 
Dreams. Cloth. New York: Catholic 
Book Club, 1960. $4.75 ($2.98 to 


members.) 


(Editorial): Ecumenical medicine, 


].A.M.A., 173:376, May 28, 1960. 


Gibbons, W. J. (S.J.) and Burch, T. K.: 
World population and world food sup- 
ply, 10 pp. 10c. (A reprint of an 
artcile in the 1960 National Catholic 
Almanac, published by St. Anthony’s 
Guild, Paterson, N.J., and distributed 
by Doubleday & Co., Inc., Garden 
City, N. Y.) 


Letourneau, C. U.: Hospital ethics; How 
can we stop payola in our hospitals?, 
Hosp. Management, pp. 40, 41, 114, 
May, 1960. (A discussion of the dete- 
rioration of business morals as occur- 
ring in hospitals, particularly in pur- 
chasing departments.) 


legs: 


Williams, J. Harley: A Doctor Looks at 
Miracles. Cloth. 232 pp. London: An- 
thony Blond, Ltd., 1959. 16 s. 


Trevett, R. F.: The Church and Sex, 
(Volume 103 of the Twentieth Century 
Encyclopedia of Catholicism, edited by 
Henri Daniel-Rops). Cloth. 124 pp. 
Hawthorn, 1960. $2.95. 


CONTRIBUTORS: 


J.J.H. (J. Joseph Hofmann, S.J.), is chap- 
lain at Kings County Hospital Center, 
Brooklyn, New York. The following are 
theological students at Alma College, Los 
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Gatos, ays J.H.S. (Joseph H. Small, 
Sin) ae (John L. Feake Ty iG 
(Paul J. cinas a (John J. 
O'Leary, SI) qs. yore TH. Seipp, 
S.J.), J.R.C. (James R. Conyard, S.J.), 
R 
Pp 
GC 


yo 
tae 


M. (Robert B. Mathewson, S.J.), 
H. (Patrick D. Hopper, S.J.), and 
. (Charles A. Van Dorn, S.J.). 


Readers interested in submitting 
abstracts please send to: 


Eugene G. Laforet, M.D. 
170 Middlesex Rd. 
Chestnut Hill 67, Mass. 
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Roll Call 


CATHOLIC PHYSICIANS’ GUILDS 


The listing below gives the name of the president and moderator of each Catholic 
Physicians’ Guild affiliated with the Federation. These groups constitute the national 
organization. 


ALABAMA 
Mobile 
President Moderator 
Cnartes D, Terry, M.D. Rev. P. H. Yancey, S.J. 
726 Fulton Avenue 


ARIZONA 
Phoenix 
Date H. STannarp, M.D. Rev. JOHN P. Doran 
550 West Thomas 


CALIFORNIA 

Bakersfield 
PuHittips DunForp, M.D. Very Rev. Mscr. Roger McCann 
614 Bernard St. 

Fresno 
Georce G. Wo tg, M.D. Rr. Rev. Mser. JOHN F. DurkKIN 
3004 N. Fresno St. 

Los Angeles 
FREDERICK K. AMERONGEN, M.D. Rr. Rev. Mser. J. J. TRuxAw 
10628 Riverside Drive 
No. Hollywood, California 


Oakland (East Bay) 


Tuomas H. McGuirz, D.D.S. Rr. Rev. Wivuiam F. REILLY 
1904 Franklin St. 
Oakland 
Sacramento 
Norbert B. Frey, M.D. Rr. Rev. Mscr. THomas MarKHAM 


3029 El Camino Ave. 


COLORADO 
Denver 
Davw P, Hatfen, M.D. Very Rev. Mser. Davin MALONEY 
950 Everett St. 
CONNECTICUT 
New Haven 
Luca CELentano, M.D. Rey. JoHN C. Knorr 
115 Howe St. 
Norwich 
Mario ArBamontl, M.D. Rr. Rev. Mser. JOHN J. Retry, V.G. 
46 Rockwell St. 
Stamford 


ANGELO MAsTRANGELO, JR., M.D. Rr. Rev. Msecr. N. P. CoLtEMAN 
19 Grandview Ave. 


DELAWARE 
Wilmington 
JoszPH J. Davotos, M.D. Rev. THomAs J. REESE 
1301 Pennsylvania Ave. 
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FLORIDA 
Miami 
Epwarp J. Lautn. Jr., M.D. 
2121 Biscayne Blvd. 


ILLINOIS 

Belleville 
Juuian N. Busser, M.D. 
4601 State St. 
E. St. Louis, Illinois 

Joliet 
NicHotas P. Primiano, M.D. 
700 Western Ave. 

Peoria 
CLARENCE Warp, M.D. 
Lehmann Bldg. 
300 East War Memorial Drive 

Rock Island 
Tuomas W. Carter, M.D. 
1630 5th Ave. 
Moline, Illinois 

INDIANA 

Evansville 
OweN L. SLauGHTeErR, M.D. 
Medical Arts Bldg. 

Fort Wayne 
STEPHEN C, MicHaeg is, M.D. 
1255 Korte Lane 

Hammond 


Tuomas C. Tyrretu, M.D. 
800 State Line 
Calumet City, Illinois 


Indianapolis 


Joun M. Courtney, M.D. 
4240 Washington Blvd. 


IOWA 

Davenport 
Cuar.es E. Brock, M.D. 
2668 Ripley St. 

Dubuque 
GERALD F, Keouen, M.D. 
1200 Main 

Sioux City 


WituiaMm S. THoman, M.D. 
326 Davidson Bldg. 
KANSAS 
Wichita 
C. J. Kurtu, M.D. 
27 Norfolk Drive 


KENTUCKY 
Louisville 
J. Durry Hancock, M.D. 
Brown Bldg. 
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Rev. JAMES J. WALSH 


Rev. CLEMENT G. SCHINDLER 


Rr. Rev. Mscr. Epwin V. Hoover 


Rev. WALTER BUCHE 


Rev. JOHN O'CONNOR 


Rr. Rev. Mscr. THos. J. Clark 


Rev. ALBERT SENN, O.F.M. 


Rev. Rospert EMMONS 


Very REv. JAMES P. GALVAN 


Rev. JoHN P. DoLan 


Rr. Rev. Mscr. T. J. GANNON 


Very Rev. Mscr. W. B. Bauer 


Rev. Patrick J. Hottoran, SJ. 


Rev. BERNARD BOONE 
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- LOUISIANA 
Alexandria 
Extuiott C. Roy, M.D. 
Mansura, La. 
Baton Rouge 
Cray WacceEnspack, M.D. 
2151 Terrace Ave. 
Houma (Terrebonne) 
el HAYDEL, M.D; 
502 Barrow St. 
Lafayette 
NicHo.tas Otrvier, M.D. 
510 St. Landry St. 
Monroe 
Roy A. Kerry, M.D. 
1804 Roselawn 


New Orleans 


NicuHotas J. Accarpo, M.D. 


2100 Tulane Ave. 


Shreveport 
E. Ray Morean, M.D. 
803 Jordan St. 

Southwest Louisiana 

(Lake Charles) 

Davi Buttross, Jr., M.D. 
1801 Oak Park Blvd. 
Lake Charles, La. 


MAINE 


Portland 


Epwarp A. Greco, M.D. 
12 Pine St. 


MASSACHUSETTS 

Boston 
Francis W. Drinan, M.D. 
1180 Beacon St. 
Brookline, Mass. 

Fall River 
Francis J. D'Errico, M.D, 
130 Rock Street 


New Bedford 


Wiuiam S. Downey, Jr., M.D. 


337 Union Street 


Pittsfield 
. Joun F, Gowpey, M.D. 
955 North St. 


MICHIGAN 

Detroit 
SHEFFICK J. Moroun, M.D. 
203 Lakeland 

Grand Rapids 
ArtHur TEssEINE, M.D. 
1328 Madison Avenue, S.E. 

Saginaw 
Rosert L. Viru, M.D. 
808 No. Michigan 
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Rev. Pau, E. Conway 


Rr. Rev. Mscr. H. P. Lonmann, V.P. 


Rr. Rev. Mscr. ANrHony G. WEGMANN 


VerY Rey. RupoLtpH ARLANTI 


Rev. Davww P. Dasria 


VerY Rev. JoHN McQuabE 


Rev. Marvin J. BoRDELON 


Rr. Rev. Mser. L. H. Boupreaux, S.T.D. 


Rev. THomas M. LEE 


Rev. Joun A. McCarty, S.J. 


Rev. DaniEL F. SHALLOO 


Very Rev. H. A. GALLAGHER 


Rev. Francis E. HILBERT 


Rev. KenNeTH MacKinnon 


Rr. Rev. Mscr. RAYMOND SWEENEY 


Rey. Francis A. JuREK 
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MINNESOTA 


Minneapolis 
WiiuiaAm D. Remote, M.D. 


701 Physicians’ & Surgeons’ Bldg. 


St. Cloud 


Fiorian H. BaumcarTNeR, M.D. 


Albany, Minnesota 


MISSOURI 
Kansas City 
Timotny S. Bourke, M.D. 
4535 Rockhill Terrace 


St. Louis 
James P. Murpny, M.D. 
634 No. Grand Blvd. 


MONTANA 
Great Falls 
P. E. Locan, M.D. 
Medical Arts Bldg. 


NEBRASKA 
Omaha 
Byron B. Oberst, M.D. 
307 So. 93rd St. 


NEW HAMPSHIRE 
Manchester 
JosepH M. McCartny, M.D. 
21 So. State St. 
Concord, New Hampshire 


NEW YORK 
Albany 
DanieL F, O'Keere, M.D. 
153 Bay St. 
Glens Falls, New York 
Bronx 
AntHony J. Attier1, M.D. 
2438 Morris Ave. 
New York 68, New York 
Brooklyn 


GeorcE F, CunnincHam, M.D. 


615 3rd St. 
Buffalo 7 
Epwarp M. Tracy, Jr., M.D. 
229 Main St. 
Hamburg, New York 
Elmira 


James A. Mark, M.D. 
371 W. Church St. 
Rockville Centre 
James Corcoran, M.D. 
10 Reid Ave. 
Babylon, Long Island, N.Y. 
New York 
James T. Daniexs, M.D. 
642 Park Avenue 
Ogdensburg 
AMES Barry, M.D. 
04 Washington St 
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Rev. Georce GARRELTS 


Rev. Patrick RILEY 


Rev. RopNEY CREWSE 


Rr. Rev. Mscr. C. B. Faris 


Rr. Rev. Mser. JAMES J. DONOVAN 


Rev. Vincent DECKER, S.J. 


Rev. JAMEs J. MARKHAM 


Rev. Epwarp L. O'MALLEey 


Rev. Icnatrus W. Cox, S.J. 


Rev. JAMEs H. FiTzpaTRICK 


Rev. MIcHAEL SEKELSKY 


Rev. Pur E. McGHan 


Rev. THomas McGLapge 


VeERY REVEREND PATRICK J. FRAWLEY 


Rr. Rev. Mscr. Witiiam J. Arcy 
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Queens County 
WILLIAM P, RILEY 
8644 105th St. 
Richmond Hill 18, N. Y. 


Staten Island 


Oscar M. Race, M.D. 
100 Central Ave. 


Utica 
AntuHony G. CuHanatry, M.D. 
2000 Sunset Ave. 


Westchester 
Epwarp J. Deary, M.D. 
120 Davis Ave. 
White Plains, New York 


OHIO 
Cincinnati 
CwHar es S. Biase, M.D. 
2600 Union Central Bldg. 
Cleveland 
Tuomas J. Barrett, M.D. 
16801 Euclid Ave. 
Columbus 
Puiuie C. Ronp, M.D. 
1500 W. 3rd Ave. 
Dayton 
GeraArD A. WEIGEL, M.D. 
300 Fidelity Bldg. 
Steubenville 
Raymonp M. Caenina, M.D. 
909 3rd St. 
Brilliant, Ohio 
Toledo 
CuHares S. Wout, M.D. 
Scottwood Medical Center 
Youngstown 
D. Epwarp Picuette, M.D. 
1005 Belmont Ave., Room 320 


OKLAHOMA 
Oklahoma City 
Irwin Brown, M.D. 
413 N.W. 12th St. 


OREGON 
Eugene 
GeorceE TELLER, M.D. 
Eugene Hospital and Clinic 
1162 Willamette 


Portland 
Josepn T. Hart, M.D. 
6201 S. W. Capitol Highway 


PENNSYLVANIA 
Philadelphia 
(St. Rene Goupil Guild) 
CONSTANTINE R. Roscog, M.D. 
7226 Castor Ave. 
(St. Francis of Assisi Guild) 
Nicuoras P. A. Dienna, M.D. 
1811 So. Broad St. 
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Rey. JAMes H. Firzpatrick 


Rev. JosepH T’.. RioRDAN 


Rev. GERALD REINMANN, O.F.M. Conv. 


VerRY Rey. JOHN GOODWINE 


Very Rev. Mser. JOHN C. STAUNTON 


Rr. REVEREND FRANCIS CARNEY 


REVEREND HucuH J. Murpuy 


Rev. Epwin M. LemmkuH er, S.M. 


REVEREND CLAIR DINGER 


Rr. Rev. Ropert A. MAHER 


Rev. JosepH Lucas 


Rr. Rev. Mscr. GILBERT HARDESTY 


Very Rev. Epmunp J. Murnane 


Rey. Lupovic J. DERouIN 


Rev. LAURENCE MAHER 


Rey. NELson J. Curran 
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Pittsburgh 


CuHarces L. Scumitt, M.D. 
3700 Fifth Ave. 


SOUTH DAKOTA 
Sioux Falls 


Wiiuam E. DonaHoE, M.D. 


1600 S. Western 


TENNESSEE 
Knoxville 
Warren G. Resp, M.D. 
1721 Magnolia Ave., N.E. 


Nashville 


Ciemens Aira, M.D. 
Bennie Dillon Bldg. 


TEXAS 

Austin 
Jesse J. Brapy, M.D. 
1110 Nueces 

Dallas 
Louis C. JoHnston, M.D. 
3121 Bryan St. 

El Paso 
Cuarces E. Wess, M.D. 
1501 Arizona 


Fort Worth 
Harry Womack, M.D. 
1520 Thomas Place 
Houston 
JosepH Spezia, M.D. 
4832 Caroline St. 
San Antonio 
WALLACE GEISSLER, M.D. 


313 Medical Professional Bldg. 


VERMONT 
Burlington 
Maurice J. Watsn, M.D. 
216 So. Union St. 


VIRGINIA 

Arlington 
James F, Amsury, M.D. 
902 So. Glebe Rd. 

Richmond 
JosepH T. Byrne, M.D. 
Seaboard Building 
3600 W. Broad St. 


WASHINGTON 
Tacoma 


STEVENS S. SANDERSON, M.D. 


1702 Brookside Terrace 
WISCONSIN 


La Crosse 


James C, Fox, M.D. 
1131 Cedar Road 
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Very Rev. Msor. JosEPH G. FINDLAN 


Rev. JAMES JOYCE 


Rev. Leo C. BALDINGER 


Rev. JAMEs D. NIEDERGESES 


Rey. RicHarp E. McCasBe 


Rev. LAWRENCE DE FALcO 


Rr. Rev. Mscr. Hucu G. Quinn 


Very Rev. Mscr. JosePH P. ErBRICK 


Very Rev. Victor B. BREZIK 


Rev. THOMAS FRENCH 


Rev. Donatp H. ByrNneEs 


Rev. JoHN J. McManon 


Rev. Ernest L. UNTERKOEFLER 


Rev. CHARLES E. KELLy 


Rev. JamMEs McDonatp 
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Milwaukce 
Maurice B. Byrnes, M.D. Rev. Francis J. BisENIUS 
7029 Milwaukee Ave. 
Wauwatosa, Wisconsin 


“WYOMING 
North-Central Wyoming (Sheridan) 
Joun A. Kneset, M.D. Rey. PHitip CoLiBraro 
171 No. Wyoming Ave. 
Buffalo, Wyoming 


PUERTO RICO 
Santurce 
SALVADOR Busquets, M.D. REVEREND RENE LEON, S.J. 
659 Abolicion 
URB. Baldrich 
Hato Rey, Puerto Rico 


CANADA 
British Columbia 
(Vancouver) 
Joun C. McKenzi, M.D. Rey. J. A. Leany, S.J. 
7575 Cambie St. 


Manitoba ( Winnipeg) 
Joun N. R. Scatutrr, M.D. Rey. Pau L, Gorizu, O.M.1. 
Misericordia General Hospital 


The Catholic Physicians’ Guilds of Columbus and Steubenville, Ohio have joined 
the national organization since the last printing of this Roll Call. Congratulations and 
best wishes are extended for success in all endeavors. 
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To Appress Boarp MEMBERS 
WINTER MEETING 
National Federation of Catholic Physicians Guilds 


WASHINGTON, D. C. — DECEMBER 3RD 


Father McGuire was born in 
New York City, January 13, 1905. 
His early studies were made in 
that city and in 1925, he grad- 
uated from Saint Joseph's College, 
Princeton, New Jersey. He was 
ordained to the priesthood with 
the Vincentian Fathers in 1930, 
receiving his M.A. in that year. 


For two years, he was engaged 
in preaching assignments through Reverend Frederick A. McGuire, C.M. 


: Executive Secretary 
New York and Connecticut. In RiicelGd Secrciuciat 


1932, he went to China as a missionary in the Kiangsi Province. From 
1942 to 1945, he was active in organizing the relief work in devastated 
areas. After a brief furlough in the U.S., he was called upon to or- 
ganize and direct the Catholic Welfare Committee of China in 1946, 
which coordinated the widespread welfare work of the Catholic Church 
and cooperated with the national and international relief and rehabili- 
tation agencies. During the years 1946 to 1949, he was frequently 
heard on the Shanghai radio. 

In 1949, he was ordered to Hong Kong to avoid capture by the Com- 
munists and to continue the welfare work from that British Colony. In 
1950, the Bishops of the United States requested his recall to organ- 
ize the Mission Secretariat and direct it. The Secretariat is a service’ 
organization and coordinating agency for all U.S. Catholic foreign 
missionaries. 

Since his return to the United States, Father McGuire has lectured 
in various parts of the U.S. In the early part of 1958, he made a two- 
month tour of Central African missions. 

During the month of November, 1959, Father McGuire toured the 
Federal Republic of Germany with a group of Protestant and Jewish 
clergymen as guests of the government. 

Father McGuire will address the Federation Board members at the 
dinner meeting to be held on December 3, at the Mayflower Hotel. 
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